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For anxiety, tension 
and muscle spasm 
in everyday practice. 


= well suited for prolonged 
therapy 


= well tolerated, relatively 
nontoxic 


# no blood dyscrasias, liver 
toxicity, Parkinson-like syndrome 
or nasal stuffiness 


® orally effective within 
30 minutes for a period of 
6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate — U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 
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RENQUEL improves behavior, 
may eliminate or decrease hal- 


lucinations and delusions, in an 


appreciable number of mentally ill 


patients. FRENQUELis“...singularly 
without side effects:”' Its great safety*” 
and dramatic results in many cases, 
strongly recommend FRENQUEL as 
initial therapy wherever dissocia- 


tion is a component of the disease. 


Ra information 

FRENQUEL facilitates psychotherapy, 
improves the ward picture. Generally 
24 hours or more must elapse before 
clinical improvement is evident. The 
unusual safety of FRENQUEL permits 
prolonged maintenance therapy. A 
study involving 1,238 patients’ re- 
vealed FRENQUEL to be particularly de- 
void of side effects: No Parkinsonism, 
no jaundice, no hypotension, no de- 
pression, no G. I. symptoms, no dizzi- 
ness. When FRENQUEL is discontinued, 
prodromal symptoms may recur. Ad- 
junctively in electroconvulsive thera- 
py, FRENQUEL may help reduce the re- 
quired number of treatments. For 
emergency treatment or initial thera- 
py, FRENQUEL is available for intrave- 
nous injection. 

References: |. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: Am. J. Psych. 112:343, 1955. 2. Browne, 
N. L. M.: J. Nerv. & Ment. Dis. 123:130, 1956, 
3. Coats, E. A., and Gray, R. W.: Nebraska St. 
M. J. 41:460, 1956. 4. Cohen, S., and Parlour, R. R.: 
J.A.M.A. 162:948, 1956. & Fekiman, P. E.: Am. J. 


Psych. 113:589, 1957. 6. Bowes, H. A.: Am. J. Psych. 
113:530, 1956. 


Indications : Acute schizophrenia, 
postoperative confusion, alcoholic psy- 
chosis, senile psychosis, other mental 
disorders characterized by dissociation 
or confusion. 


Composition: FRENQUEL (azacy- 
clonol) Hydrochloride is alpha-(4-pi- 
peridyl) benzhydrol hydrochloride, 


Dosage: Tablets — initially 100 mg. 
t.i.d. When symptoms are controlled, 
reduce to 20 mg. t.i.d. maintenance 
dose. Injection — 100 mg. (20 cc.) 
every eight hours intravenously for 1 
to 7 days. 


Supplied : Tablets—20 mg. and 100 
mg. in bottles of 100 and 1,000. 


Injection—20 cc. ampuls containing 
100 mg. FRENQUEL. Supplied as single 
ampuls and in a hospital packer of 5. 


FRENQUEL Professional Informati: 
available upon request. 


Merrell 


SiN°CE 1828 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI! + St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


TRADEMARK: FRENOUEL® 
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still talks to me 


but I don’t bother to holler back... .’”} 


Manic, hallucinating...In acute psychotic agitation, the direct 
purpose of SPARINE is to quiet the hyperactivity. When hallucina- 
tions are present, they are either abolished or made less important 
and less frightening to the patient. 


SPARINE is a well-tolerated and dependable agent when used according to 
directions. It may be administered intravenously, intramuscularly, or orally. 
Parenteral use offers (1) minimal injection pain; (2) no tissue necrosis at the 
injection site; (3) potency of 50 mg. per cc.; (4) no need for reconstitution 
before injection. 

Comprehensive literature is available on request. 


1. Fazekas, J.F., et al.: J.A.M.A. 161:46 (May 5) 1956. 


Wyeth 


Philadelphia 1, Pa. 


parine 


HYDROCHLORIDE 


Promazine Hydrochloride 10-(-y-dimethylamino-n-propyl)-phenothiazine hydrochloride 
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ALL DAY 


Smith, Kline & French Labo’ 


CAPSULES 


Convenient Dosage Form 
‘Spansule’ capsules provide sus- 
tained release of medication 
over a prolonged period of time. 
In each capsule, hundreds of 
tiny, coated pellets with vary- 
ing disintegration times assure 
a release of medication which is 
uniform, continuous and pro- 
longed—regardless of individual 
variation in pH and motility 
of the intestinal tract. 


Thorazine’s Usefulness 
Enhanced 


With the introduction of 
‘Thorazine’ Spansule capsules, 
Thorazine’s usefulness is ex- 
tended, providing sustained ther- 
apy in all indications where 
‘Thorazine’ has proved its 
value. 


Four Strengths Offered 


New ‘Thorazine’ Spansule cap- 
sules are available in four 
strengths—30 mg., 75 mg., 150 
mg. and 200 mg.—to facilitate 
individual dosage regimens. In 


many cases, a single dose in the 
morning will achieve the desired 
response. When 24-hour thera- 
peutic effect is desired, the 
morning dose may be repeated 
in the late afternoon or evening. 
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“ratories, Philadelphia, Pa. ALL NIGHT 


S.K.F. ANNOUNCES ALL-DAY OR ALL-NIGHT 
‘THORAZINE’ THERAPY WITH A SINGLE ORAL DOSE 


New ‘Thorazine’ Spansule cap- oe | 
sules offer the proven efficacy 
of ‘Thorazine’ plus the ad- 
vantages of all-day or all-night 
therapy with a single oral dose. 
Your patients will enjoy the 
convenience of only one or two 
doses daily. There is little risk 
of forgotten doses and con- 
sequent medication-free inter- 
vals. For the discharged mental 
patient on maintenance therapy, 
*‘Thorazine’ Spansule capsules 
will eliminate the trouble and 
embarrassment of taking tablets 
at work. 


‘Thorazine’ Spansule capsules 
help hospital personnel save 
time in busy wards. Patients 
who require tablet medication “iia i 
three or more times daily can | Only one or two doses daily save time in busy wards where 


obtain the same therapeutic 
benefits with only one or, S the | three or four “dosage rounds” with tablets were required. 


most, two doses daily. 


To give you optimum flex- 
ibility in selecting and adjusting 
dosages for your individual pa- *T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 

tients, ‘Thorazine’ Spansulecap- | tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
sules are available in four a 
strengths: 30 mg., 75 mg., 150 
mg. and 200 mg. 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinyleholine Chloride 


removes practically all 
the previous risks inherent 


9916 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. I. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 
Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 
Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 
Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 
Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 
. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 
. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253 :546 (Sept.) 1955. 
. Tucker, W. L., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955. 
. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 
. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955. 
. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 
. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 
. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 
. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 ( Nov.) 1954. 
. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 
. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
2. Holmberg, G., et al/.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 
3. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 
4. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 
. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 
. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 
. Murray, N.: Texas Rep.Biol.& Med. 11:593, 1953. 
. Murray, N.: Confinia neurol. 13:320, 1953. 
. Alexander, L., Gilbert, I. E., and White, S. E.: /bid. 13 :325, 1953. 
30. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 
. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 
. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 
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SQUIBB ANNOUNCES 


A NEW, IMPROVED AGENT 
FOR BETTER MANAGEMENT 
OF PSYCHOTIC PATIENTS 


SQUIBB TRIFLUPROMAZINE 10-(3-dimethylaminopropy])-2-(trifluoromethyl)phenothiazine hydrochloride 


SCHIZOPHRENIA ® MANIC STATES ® PSYCHOSES ASSOCIATED WITH ORGANIC BRAIN DISEASE 


nprowed 
Modification of the phenothiazine structure pote 


hanced potency with far less sedative ef fe 


nically 
not oversedate the patient into sepiness, 
-induced agitation minimal. 
Active and rapid in controlling stiees, exciton and p 


in modifying the disturbing effects of delusions and hathecinations. 
in moderating hostile behavior...in facilitating insight . 


Sea, 
- 
f 
‘ 
: 
4 
if; 
: 
) a 
- 
= 
: 
Intractable behavior patterns brought under control... 5 
Effective dosage levels may be reached without de 


WHAT IS IT? Vesprin— Squibb Triflupromazine—is 
a new, improved agent for better management of psy- 
chotic patients. It is useful in schizophrenia, manic 
states and psychoses associated with organic brain 
disease. 

Vesprin is chemically and pharmacologically 
improved. The phenothiazine structure has been 
modified, resulting in potentiation of beneficial prop- 
erties and in reduction of unwanted effects. Pharma- 
cologically, Vesprin shows an enhanced potency with 
far less sedative effect. 


CLINICAL EXPERIENCE: Data in over 600 of the 
hundreds of patients treated with Vesprin to date 
have been carefully analyzed. 

In 1 series of 55 hospitalized psychotic patients treated 
with Vesprin, marked to moderate improvement oc- 
curred in approximately 66 per cent. 

Five patients were discharged from the hospital. Two 
of these patients had not responded to any previous 
treatment. 

In another small] series of patients, which included 
12 disturbed children, some improvement was seen 


in 11 of the 12 children who were treated with Vesprin 
for at least 2 months. In none of the children were 
any significant side effects observed. 

In a third series of 123 psychotic patients treated 
with Vesprin for more than 3 months, 5 recovered 
from all of their active psychotic manifestations, 
particularly delusions and hallucinations, and 24 re- 
covered from most psychotic manifestations with 
good social remission. An additional 78 patients 
showed significant improvement in their psychotic 
behavior. 

Another group of schizophrenic patients has been 
treated with Vesprin for periods ranging from 6 
months to 1 year. During this time clinical laboratory 
studies were made weekly, and later monthly, on 
urine and blood of the patients. 

Although leukocyte counts showed some tendency to 
decrease, there were no abnormally low counts. 
Though hemoglobin levels tended to show some in- 
crease, it was not significant. Liver function tests per- 
formed during the final 2 months of treatment were 
entirely negative. 

This investigator concluded that these laboratory 
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a new, 
improved agent 
for better 
management 
of 
psychotic 
patients 


In extensive clinical experience— 
singularly free from toxicity 


Squibb Triflupromazine 


= Jaundice or liver damage...not observed 


=Skin eruptions...rare 
=Photosensitivity...rare 

= Blood dyscrasias...not observed 
Hyperthermia...rare 

= Convulsions...not observed 


studies gave no evidence of drug toxicity. 

Another investigator thought that Vesprin appeared 
to be more active and rapid in effect. The best re- 
sponse to Vesprin was seen in overactive, troublesome 
schizophrenic patients. 


WHAT ARE THE ADVANTAGES? Clinical expe- 
rience in hundreds of patients has shown that Vesprin 
does not oversedate the patient into sleepiness, drow- 
siness and lethargy. Drug-induced agitation is 
minimal. 

Vesprin is active and rapid in controlling manic states, 
excitement and panic, and also in controlling the 
disturbing effects of delusions and hallucinations. 
Vesprin moderates hostile behavior and facilitates 
insight. 

With Vesprin, intractable behavior patterns are rap- 
idly brought under control. Thus, patients are made 
accessible to psychotherapy. Nursing care is reduced, 
and the patients’ social rehabilitation is facilitated. 
Extensive clinical experience has shown Vesprin to 
be singularly free from toxicity. Clinicians who have 
worked with the drug over long periods have not seen 


jaundice or liver damage, blood dyscrasias, or con- 
vulsions. Skin eruptions, photosensitivity or hyper- 
thermia have been rarely observed. 


WHAT ARE THE SIDE EFFECTS? Investigators 
have reported such symptoms as dizziness, nausea, 
weakness, drowsiness and epigastric distress in pa- 
tients treated with Vesprin. Postural hypotension has 
been seen occasionally in normotensive patients. A 
hypotensive effect has been observed in patients with 
high blood pressure. 

Anxiety and restlessness have been observed in some 
patients, and gain in weight in a few. These effects 
have usually been mild, and, as a rule have disap- 
peared when the dosage was reduced or treatment 
stopped. 

The most commonly encountered side effect has been 
the development of a Parkinson-like syndrome with 
motor disturbances and extrapyramidal symptoms. 
This syndrome is reversible and symptoms usually 
subside with a reduction of dosage or discontinuance 
of medication for 2 or 3 days. 
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WHEN IS IT INDICATED? Vesprin is indicated in 
treatment of various acute and chronic psychoses. 
Because it ameliorates psychomotor hyperactivity 
and assaultive behavior, Vesprin is particularly useful 
in management of schizophrenia, manic states, socio- 
pathic personality disturbances with psychotic reac- 
tions, mental deficiency with psychoses, and psychoses 
associated with organic brain disease and senility. 
Contraindications: Vesprin is contraindicated in coma- 
tose states due to central nervous system depressants 
(alcohol, barbiturates, opiates). 


WHAT IS THE DOSAGE? The recommended 
adult dosage of Vesprin is 25 mg. t.i.d., to be adjusted 
according to patient response. This dose may be in- 
creased until the desired clinical effect has been 
achieved, or until unwanted side effects become a 
problem. 

The initial dose for children is 10 mg. t.i.d. 

The suggested starting dose in geriatric patients is 
10 mg. t.id. The dosage in children and elderly 
patients may be increased according to patient 
response. 


Squibb Triflupromazine 


The optimum dose of Vesprin varies from patient to 
patient and should be established on an individual 
basis. In the majority of patients, prolonged treat- 
ment is required for maximum clinical response. 
Caution: Although no deleterious effects on the hemo- 
poietic system have occurred to date in the extensive 
clinical use of Vesprin, routine blood counts are sug- 
gested during the course of therapy. 

Patients should be watched for indications of soreness 
of the mouth, gums or throat, or for symptoms of 
upper respiratory infection. If these complications 
occur, and a confirmatory leukocyte count indicates 
cellular depression, the agent should be stopped and 
appropriate treatment, including intensive antibiotic 
therapy, should be started immediately. 


HOW IS IT SUPPLIED? Vesprin is supplied in 
tablets of 10 mg., 25 mg., and 50 mg. in bottles of 
50 and 500. 
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facilitates management 
of the psychotic... 


(pronounced Trill’-ah-fon) perphenazine 


the full-range tranquilizer 


* At least five times more potent than 
earlier phenothiazines 


* Markedly increased therapeutic index 

+ Jaundice attributable to the drug alone not reported 
* Significant hypotension absent 

* No agranulocytosis observed 


TO REACH THE “INACCESSIBLE” PSYCHOTIC 
* Reduces psychomotor overactivity 


Useful adjuvant to shock therapy— markedly reduces 
postshock anxiety and excitement 


* Facilitates more rapid transfer to convalescent status 


TO SUPPORT THE PSYCHONEUROTIC 
+ TRILAFON—quiets pathologic fear, confusion, 
irritability, psychomotor excitability 
* Facilitates psychotherapy 


* Helps psychoneurotics to cope more effectively 
with reality 


Refer to Schering literature for specific information regarding 
indications, dosage, side effects, precautions and contraindications, 


TRILAFON — For hospital use, grey tablets of 16 mg. 
(red seal), bottle of 500. 


Also —grey tablets of 2 mg. (black seal), 4 mg. (green seal) and 
8 mg. (blue seal), bottles of 50 and 500. 
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when your patients need to be 


You will find that ‘Dexedrine’—a standard 
antidepressant—helps dispel apathy and 
lethargy, restoring optimism, energy and a 
sense of well-being in your depressed patients. 
‘Dexedrine’ is available as tablets, elixir, and 


Spansulet sustained release capsules. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine® 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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FELLOWSHIP LECTURE 


EUGEN BLEULER AND PRESENT-DAY PSYCHIATRY * 
GREGORY ZILBOORG, M. D.? 


Observing anniversaries of births or 
deaths serves not only the conscious purpose 
of attesting our respect for those whom we 
value and love. It also serves the purpose 
of establishing the continuity between us 
and those who are no longer with us, and 
of asserting a kind of almost personal claim 
on the contributions which never were ours 
but of which we would like to consider our- 
selves legitimate heirs and therefore legiti- 
mate possessors. This claim is not always 
justified, but such is the way of men. We 
are apt to cling together more by solemniz- 
ing our past than by cultivating true ties 
with the present. 

This circumstance makes the task of the 
historian not very grateful and a little un- 
certain. As a contemporary he cannot help 
but find himself one of the chorus singing 
praises, yet as a historian he must step back 
as it were, knit his brows or half close his 
eyes in order to see a little further, to estab- 
lish a perspective, and to reconstruct a rela- 
tionship between events and men which 
would to some extent at least reveal the inner 
dynamics of the course of events which we 
call history. While it is almost always true 
that history repeats itself, it is important 
that the historian not become a repetitious 
valedictorian of the reconstructed past. 

The historian therefore cannot, at any rate 
he ought not to, overlook certain manifesta- 
tions of history which may not be entirely 
consonant with the traditional tone of praise. 
After all, anniversaries and particularly cen- 
tenaries of birth are not an appeal for 
funeral orations ; they are stern even though 
solemn calls for appraisal of our own his- 
torical vision, which if expressed with 
charity for all must however not overlook 
the sunspots no matter how blinding the 
light of the sun itself. 


1 Delivered at the 113th annual meeting of The 
American Psychiatric Association, Chicago, IIl., 
May 13-17, 1957. 

2 Address: 33 East 7oth St., New York 21, N. Y. 


It is because of these considerations that 
one must recall that in 1956, when the cele- 
bration of the centenary of Freud’s birth 
took place, The American Psychiatric Asso- 
ciation, cooperating in full measure with the 
American Psychoanalytic Association, repre- 
sented a rather singular picture of Freudian 
exclusiveness so to speak. The centenary 
of Freud was duly observed as it should 
have been. Here and there stray objections 
were heard to many things Freud partly did 
and mostly did not say, but the celebration 
was dynamic and almost overwhelming. The 
name of Emil Kraepelin was hardly, if at 
all, mentioned—as if Kraepelin belonged to 
another era, long dead and buried. Yet, 
only a few months before, the hundredth 
anniversary of the birth of Kraepelin had 
been celebrated in Munich. Kraepelin was 
only three months older than Freud, which 
hardly makes him a man of a generation be- 
fore Freud. Yet the apparent relegation of 
Kraepelin to an older generation and of 
Freud to a newer one has become a sort of 
tradition in psychiatry, particularly in Amer- 
ican psychiatry. One wonders why. Krae- 
pelin became professor of psychiatry at the 
University of Dorpat (in 1886) in the same 
year that Freud entered private practice. 
Yet while more advanced in his academic 
position, Kraepelin’s true and original pro- 
ductivity began in 1896 when he formulated 
his concept of Dementia Praecox, whereas 
Freud’s first contribution to psychopa- 
thology, “On the Psychological Mechanisms 
of Hysteria (preliminary communication) ,” 
appeared three years before, which would 
make Freud a sort of scientific elder of 
Kraepelin. Freud could also be considered 
the scientific elder of Eugen Bleuler, who 
was eleven months younger and whose mag- 
num opus did not appear till 1911—the 
second volume of Aschaffenburg’s Hand- 
buch entitled “Dementia Praecox—Die 
Gruppe der Schizophrenien.” 

It is obvious that the three great men 
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whose names come to everyone’s mind when- 
ever modern psychiatry is being discussed 
were actually contemporaries, and it requires 
some historical and psychological analysis in 
order to understand why one of them is con- 
sidered “old” and another “new,” and why 
the one in the middle (I have in mind 
Bleuler), while known all over the world 
for having introduced the new term “schizo- 
phrenia,” remains a comparatively obscure 
figure, as does also his actual concept of 
schizophrenia. As a matter of fact the 
United States, so quick to respond to and to 
utilize anything new, waited over thirty years 
before Bleuler’s volume on the schizophre- 
nias was translated into English. Yet Bleuler 
was a sufficiently well-established psychiatric 
personage to be one of those who upon the 
invitation of Adolf Meyer came to America 
to participate in the exercises opening the 
Phipps Clinic in Baltimore. It was there 
that he offered American psychiatrists his 
paper on Autistic Thinking. 

It would be rather a platitudinous thing 
to say that Freud’s revolution in the field 
of psychopathology was the greatest known 
to us since the sixteenth century. It would 
be rather superficial to observe that Freud’s 
greatness was responsible for the crowding 
out of our otherwise rather fresh memories 
of Kraepelin and Bleuler. Revolutionary 
and great as Freud unquestionably was, it 
is somewhat puzzling to observe that Freud, 
who disliked America so thoroughly and so 
openly, seemingly eclipsed Kraepelin who 
was known to many in the United States 
personally and sympathetically, and at least 
overshadowed Bleuler who was known to 
many Americans and who sent his son, now 
his successor to the chair of psychiatry in 
Zurich, to an American mental hospital for 
postgraduate studies. Moreover, Freud’s 
own contributions to clinical psychiatry were 
secondary if not indirect or minor. For 
many years Freud admonished his followers 
to be satisfied with the treatment of neuroses 
and to keep away from psychoses. Clinical 
psychiatry was not Freud’s forte. 

It would seem therefore that the overem- 
phasis on Freud, to the point of apparently 
neglecting the memories of Kraepelin and 
Bleuler, must have been due to circumstances 
not directly connected with clinical psychi- 


atry itself. Apparently the cataclysmic 
changes brought upon the world by Hitler 
and the subsequent World War II were in 
no small degree responsible for the para- 
doxical turn of some of the external trends 
of American psychiatry. The great centers 
of psychoanalytic, Freudian teaching in Ber- 
lin, Vienna and Budapest were annihilated ; 
the British Freudian center, despite the 
physical presence of both Freud himself for 
a while and Anna Freud, was temporarily 
stunted by the blitz over London. A dis- 
placement of psychoanalytic forces occurred, 
like an elemental rolling of intellectual and 
scientific waves. Many if not the majority of 
Freud’s co-workers old and young reached 
the shores of the United States, and as a 
result America became the largest and 
strongest center of Freudian psychoanalysis. 

To deny that this resulted in a great con- 
tribution to American psychopathology 
would be foolish and ungrateful, but to over- 
look some of the negative aspects would be 
just as foolish. Already in the early ‘twenties 
Eugen Bleuler was moved to state that, 
unlike the earlier work of psychoanalysts, 
the later psychoanalytic writings were based 
more on theory than on clinical observations. 
This particular aspect of psychoanalysis be- 
came more pronounced than was good for 
clinical psychiatry. At the turn of the cen- 
tury August Hoch, the successor of Adolf 
Meyer in the New York Psychiatric Insti- 
tute, John T. McCurdy and others sought to 
utilize psychoanalysis in the service of clin- 
ical psychiatry. It is to be noted that not 
only were these beginnings of American 
psychoanalytic psychiatry not mentioned in 
the course of the Freud centenary celebra- 
tion but, were it not for the solitary voice of 
Karl Menninger, the name of Brill, to whose 
efforts we owe the formation of the section 
of psychoanalysis in The American Psychi- 
atric Association, would not have been even 
mentioned, as would not the name of William 
A. White, the president of The American 
Psychiatric Association who was the first to 
put the name of Freud in a presidential 
address. 

Perhaps it is just as well that the cen- 
tenary of Freud’s birth was so celebrated, 
since it thus helped to remind us of those 
whom we had forgotten in that singular 
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manner with which some of us are prone 
to neglect our own history; for the history 
of clinical psychiatry in America as else- 
where is intimately connected with Kraepe- 
lin and Bleuler, to both of whom Adolf 
Meyer, for so many years the dean of Ameri- 
can psychiatry, was so close. 

Perhaps it would be best for all concerned, 
and certainly for the accuracy of the histori- 
cal perspective, if we looked upon this 
mighty psychiatric triad as a unit rather than 
a divided group of three, divided within it- 
self and intrinsically. If we assume even for 
a moment this unitary view, the perspective 
will at once become clear. Kraepelin was 
the academic man, the laboratory man, the 
library man, the school man, the lecturer, 
the systematizer. The tradition from which 
Kraepelin came and which he continued was 
the Neo-Hippocratic tradition. The indi- 
vidual neurotic or psychotic was of compara- 
tively little interest to him. He looked for 
that which could be considered common to 
this or that group of patients, with little 
regard for the individual. It was a search 
for the common denominator, for the repre- 
sentative clinical entity. 

Since the days of Sydenham, Felix Plater 
and Haslam, those interested in psychopa- 
thology had leaned toward philosophic im- 
provisations or, if they wanted to remain 
on the solid foundation of medicine, had 
looked for various mental disease entities. 
All three, Kraepelin, Bleuler and Freud, 
came from the neurological laboratory, and 
all three for a while equated psychopathology 
with neuropathology. While Freud worked 
in the laboratory of Briicke, Kraepelin and 
Bleuler worked in the laboratory of Gudden. 
To put it in the words of Manfred Bleuler, 
“His (Eugen Bleuler’s) contemporaries were 
interested in reducing mental disease to 
cerebral pathology. The favorite instrument 
of the scientific psychiatrist was therefore 
the microscope, the favorite object of in- 
vestigation was the cerebral microscopic 
preparation.” * 

Kraepelin served well the Hippocratic 
tradition in psychiatry. Yet Kraepelin, 
steeped as he was in the purely neuropath- 
ological bias of which Griesinger was a 


8 Gestalter Unserer Zeit. Bd. 4: Erforscher des 
Lebens. Oldenburg, 1956, pp. 110 et seq. 


good example some half century before him, 
lacked the clinical flair, the purely human, 
pulsating, responsive interest in the patient 
or the individual. And toward the close of 
the nineteenth century the interest in the 
human being as a functioning unit, as a per- 
son, was becoming pronounced in many a 
field. In psychiatry this interest in the hu- 
man in man is reflected in two variants: one 
in Freud, the other in Bleuler. 

Freud actually never abandoned his neuro- 
anatomical training and his microscope. He 
looked into the unconscious of man and its 
dynamics, but he did it all in a passionately 
impersonal way. Freud remained the strict 
rationalistic traditionalist while studying the 
most irrational in man—his passions and 
their power. This is perhaps the reason that 
Freud seemed always so close to the solution 
of the mystery that was man, yet always so 
far removed from that solution because psy- 
chological mechanisms and their integration 
are unable of themselves to reveal to us 
man’s existence in its full complexity and 
meaning. 

On the other hand Bleuler, one of Freud’s 
earliest friends, was from the beginning 
fascinated with the problem of man as he 
functions, regardless of whether he might 
be considered healthy or ill. Bleuler really 
cared little for classifications and definitions 
of clinical entities. He was aware that there 
is no proper definition of illness in medicine, 
and still less in psychiatry. Mental illness, 
he said, is an illness of a sociological nature ; 
it cannot be defined, but it is easily under- 
stood what we mean by “mentally ill” and 
“mentally healthy,” as we understand the 
words “warm” and “cold” without being able 
to define them. 

As Bleuler’s son Manfred puts it, Eugen 
Bleuler 
never denied the importance of neuroanatomical 
research. . . . But more and more was he fascinated 
by the conviction that mental disease does not put a 
stop to the psychological processes on which we 
live; in a modified manner the mentally sick, like 
the mentally healthy, have their cares, their needs, 
their expectations and hopes, of which they tell 
us even though they do it in a pathological manner.* 


In other words Bleuler, capturing the first 
intuitions of earlier Freudian trends, looked 
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into the ideational and affective content of 
his patients. “In the place of neuroanatomy 
came the actual meeting of the patient’s per- 
sonality, and instead of the microscope (the 
chief instrument) came human speech.” 
This is as far as I know the first approach 
in clinical psychiatry which one may rightly 
call by the modern term “existentialist.” 

It is ever more and more fascinating to 
discover how history always finds its man. 
The Hippocratic tradition in psychiatry is 
unthinkable without its being followed by 
the school teacher, by the methodical profes- 
sor, by the bookman and laboratory com- 
piler—a Kraepelin. It is impossible to im- 
agine the discovery and the unmasking of 
the unconscious without imagining a rest- 
less, almost solitary mind plumbing the 
depths instead of mapping out the great open 
spaces, a mind both bold and secluded, per- 
severant rather than elastic, a single-minded 
mind whose concern is more his own idea 
than the mystery that is man. Freud—the 
anxious intellectual, the intolerant libertarian 
—was this kind of mind. 

It is difficult to imagine an existential ap- 
proach to man in sickness and in health with- 
out imagining a simple man who cares more 
about what you say and feel than what you 
might be or what your liver would look like 
under an oil immersion lens; a man who 
likes people and who likes to live with 
people; who wants to speak and hear the 
language of simple folk and watch them and 
observe them plainly, simply, without flight 
into a fantasy of improvised imagery and 
without reading into a fellow human being 
that which he is not. It requires a modesty 
of spirit and humility before that which is 
living. Eugen Bleuler was this kind of man 
and this kind of mind. Academic distinc- 
tions, which came so easily to Kraepelin and 
to which Freud so fervently and anxiously 
aspired, meant rather little to Bleuler. He 
lived with and for his patients, some 850 of 
them while he was in Rheinau; these pa- 
tients as well as the attendants called him 
Father—although he was only 2g when he 
joined them as the head of the hospital, 
and only 41 when he was called to Burg- 
hélzli to succeed August Forel and become 
professor of psychiatry in the University of 


5 Idem. 


Ziirich. He responded to this call primarily 
because he wanted to be closer to his parents 
who began to show signs of aging, closer to 
the place where he was born, the village of 
Zollikon in the canton of Ziirich. There he 
came to work and to teach, there he stayed 
after he was pensioned, and there he died in 
1939 at the age of 83. 

Bleuler was a close friend of Kraepelin, 
and he was in correspondence with Freud 
till two years before their respective deaths. 
It is not that Bleuler occupied some “middle 
ground” position between Kraepelin and 
Freud—his was rather a simple, human posi- 
tion. Freud once remarked with characteris- 
tic asperity that Bleuler introduced the term 
“ambivalence” as if implying that it was 
Bleuler’s own ambivalence toward psycho- 
analysis that led him to the creation of 
the term. It would perhaps be more correct 
to say that Bleuler thus anticipated Freud’s 
discoveries of the various polarities in the 
psychological structure of man. 

Bleuler was as direct and matter-of-fact 
as the simple people of his native village, and 
he neither minced words nor engaged in 
polemical rhetoric. One of the many ex- 
amples: “A critic,” writes Bleuler, “says that 
in the beginning I was formally devoted to 
the old theories of Freud, but that then I 
dropped some of them. He is mistaken.” ° 

It would be rather a lengthy task and, 
since the English text of “The Group of 
Schizophrenias” has now been published, it 
would be rather repetitious to try to reca- 
pitulate Bleuler’s views on schizophrenia. 
Even though he is best known for his de- 
scription of schizophrenia, Bleuler’s place 
in the history of psychiatry is due pre- 
eminently to his fundamental, existentialist 
orientation which is also reflected in his for- 
mulation of schizophrenia. The term “‘exis- 
tentialist” as used here ought to be under- 
stood in its direct and simple meaning. It 
has little to do with the existentialist phi- 
losophy of Jean Paul Sartre, which is es- 
sentially nihilistic, or that of Heidegger, 
which is more confusing than profound but 
essentially non-psychological, or the too ab- 
stract, even though more psychological, ex- 


6 Das Autistisch-Undisziplinierte Denken in der 
Medizin und Seine Uberwindung. 4th ed. Berlin 
1927. 
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istentialism of Karl Jaspers. Bleuler’s 
approach was strictly observational and he 
avoided being involved in any philosophiz- 
ing. He looked for the solution of the 
riddle of that which is psychological] and he 
seems to have been inclined more toward a 
positivistic point of view, yet without losing 
contact with the actual human being. It is 
worthwhile recording that the psychological, 
the psychic, “the psychoid” as he called it, 
intrigued him to the very last moment. On 
his death-bed he was busy putting together 
various notes he had made for the prepara- 
tion of a book to be entitled “The Soul of 
Plants.” He lay there slowly writing till 
the pencil dropped out of his weakened hand 
as he passed away. 

One is justified in saying that he was a 
lifelong seeker after the truth, particularly 
the truth about man. He was not a fanatic 
of any special theory, or a devotee of some 
favorite set of concepts, nor was he an 
eclectic. In his quiet way he took life and 
people and events as they came. This does 
not mean of course that he was a cold, dis- 
passionate empiricist. He was a teetotaler, 
for an instance, and a passionate one. His 
heart would not rest as long as Switzerland 
showed the highest rate of alcoholism in 
Europe, if not in the world. Directly con- 
nected with his fervent loyalty to human 
beings was his devotion to the Swiss dialect. 
At first one might mistake this for a kind 
of exaggerated patriotism, but it was not 
this. In order to live and understand people 
you must speak their language, not in this 
case the language of the cultivated, intellec- 
tual, “high” German but the simple dialect 
of the peasant, the little man of his canton 
of Ziirich. 

It was this simplicity and directness of 
the little man, whether worker or peasant, 
that Bleuler loved. Bleuler himself was of 
this simplicity and lived by it. This is ap- 
parently one of the reasons why he was so 
opposed to that thinking in medicine and 
psychiatry which he called “autistic think- 
ing’”—a form of thinking more related to 
spontaneous, wish-fulfilment ideation than 
rational, realistic thinking. In 1919 Bleuler 
devoted a book to this subject, and he en- 
titled it “The Autistic-Undisciplined Think- 
ing in Medicine.” It went through four edi- 


tions, the last one appearing in 1927. The 
book is a keen and sharp indictment of the 
medical profession for its wish-fulfilment, 
unscientific thinking, a type of thinking 
which perverts the very art of healing and 
the very spirit of medicine. Bleuler shows 
here that he is a master of direct language 
which is both clear and bold. Thus in dis- 
cussing the question of degeneration, which 
was introduced by the French psychiatrist 
Morel, Bleuler says: 

When we read: the patient on the mother’s side 
comes from a very old family, on the father’s side 
from a younger one—well, I understand quite well 
what the writer wants to say about the character- 
istics of the old aristocratic family and the upcom- 
ing family of the father’s side, but the whole con- 
ception is false.? 


With similar directness he speaks in a 
footnote added in 1927. 

It would be quite timely finally to stop the 
battle as to whether schizophrenia is a disease 
entity or a “real” disease. If the idea is really not 
clear yet, then one might at most discuss to what 
extent and in which sense the concept [of schizo- 
phrenia] unites certain things that belong together, 
and then one could consider whether this type of 
unity serves the purpose of our conception or 
whether it is useful. The concept “fish” designates a 
unity; that of “mammal” does the same. The con- 
cept “whale” is also a unit, but of a different order. 
There was a time when the whale was considered 
to be a fish. If now we were to consider animals 
from the standpoint of their method of locomotion, 
the whale would become a fish all over again.® 


This is the language of a man who does 
not set high store in purely conceptual think- 
ing. To Bleuler, concept apparently must be 
an expression and serve the needs of reality. 

This word ‘‘reality” may be easily mis- 
understood here. During the last thirty 
years it has been used both as a philosophical 
and a psychological term, and at times to 
the detriment of clarity both in philosophy 
and psychology. Unfortunately, the word 
“reality” has no synonym in the English 
language. It has been in use for over four 
hundred years, and we do not possess in our 
language a single word that would be the 
proper equivalent of the German term which 
Bleuler used, namely: Wirklichkeit, which 
means not so much “reality” in the broad 
sense of the term as “real existence.” It is 


7 [bid., f£.n. p. 61. 
8 [bid., f£.n. pp. 59-60. 
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the relation of the individual to his own 
existence and to the existence of other people 
and things that in the view of Bleuler mat- 
tered in the life of man. 

That is why Bleuler’s vision was focused 
not on the mental illness called Dementia 
Praecox, an illness which was supposed to 
have its own course and its own outcome, as 
if it were something having its own existence 
within a given individual who happened to 
be the victim of it or affected by it. Bleuler 
was primarily interested in the manner in 
which the schizophrenic lived his own life 
in relation to what is designated as Wirk- 
lichkeit. 

It was therefore important to Bleuler to 
bring together all those psychopathological 
manifestations which showed a certain dis- 
crepancy between the various functions of 
the personality, a certain discrepancy be- 
tween the affect and the content of thought, 
a certain discrepancy between the word and 
the deed, a certain discrepancy between 
thought and actuality. It is these discrep- 
ancies that led Bleuler to invent the term 
“schizophrenia,” the splitting of those psy- 
chological functions of man which are usu- 
ally integrated into one whole. Hence, Bleu- 
ler’s concepts of ambivalence, affectivity, 
autistic thinking, dereistic thinking and syn- 
tony which gained general recognition and 
usage. Hence, too, Bleuler’s assertion as 
early as 1907 (although it was not published 
until 1911) that 
if a given patient wants to stand on his head, or 
to break windows, or to tear his clothes, etc.—all 
this is not a result of the process of illness (Krank- 
heitsprocess) but a reaction (I mean a psycho- 
logical reaction) to inner and outer experiences 


(psychological) .® 


It is remarkable to what extent Bleuler 
remained inwardly true to his respect for 
the unitary quality, for the indivisibility of 
the human person. In this respect he stands 
in intimate relationship to Freud, whose 
greatest contribution to the knowledge of 
man was just this; from the scientific, and 
not only from the philosophical and spiritual, 
point of view, man is one in health and in 
illness even when he manifests himself to 
us as “split,” as schizophrenic. 

It is impossible to say whether the priority 


9M. Bleuler. Op. cit., p. 113. 


in this respect belongs to Freud or Bleuler ; it 
is most probable that both were moving in 
the same direction, and it would seem that 
both were drawn toward one another by the 
discovery of the richness and awesome power 
of the unconscious. Despite external ap- 
pearances to the contrary, I am inclined to 
believe that Freud had more Bleuler in mind 
than his assistant Carl Jung, when he said 
that most of his followers and collaborators 
came to him via Ziirich. Abraham, Brill, 
Jones and many others were exposed for 
various lengths of time to the influence of 
Eugen Bleuler in Burghdlzli. Bleuler was 
one of the first contributors and coeditors of 
the Jahrbuch fiir Psychoanalytische und 
Psychopathologische Forschungen. 

To Bleuler, schizophrenia was a complex 
gathering of psychological reactions. Here 
we come upon one of the most striking para- 
doxes in psychiatric clinical thinking. He 
stated without ambiguity that “At present, 
the only therapy of schizophrenia to be taken 
seriously is the psychological therapy.” 

Yet Bleuler believed that after all is said 
and done schizophrenia was an organic dis- 
ease. Freud, as is known, in a similar way 
stressed the psychological aspects of mental 
illness, but hoped that some day some 
physico-chemical agents responsible for the 
illness would be found. On the other hand 
Adolf Meyer, more strictly of the biologi- 
cal bent of mind, thought schizophrenia to 
be of psychological origin. This point was 
one of the most important in the scientific 
dissension between Eugen Bleuler and 
Adolf Meyer. However, Bleuler gravitated 
toward the psychological without separating 
it from the organic. He even wrote a little 
book on “The Psychoid as the Principle of 
Organic Development.” It was published 
(in German) in 1925. 

Bleuler seemed to be closer to vitalism 
and to Lamarck than he himself appeared 
to know. Asa result he is one of those who, 
like Freud, was inclined to avoid drawing 
a clear line of demarcation between the nor- 
mal and the pathological in the psychologi- 
cal functioning of man. He was more in- 
terested in what the given person did than 
with what kind of illness he was possessed 


of. That is why he was opposed to the idea 


10 Idem. 
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that a mere diagnosis of schizophrenia is 
sufficient to relieve one of criminal responsi- 
bility. He specifically stated that it is the 
lack of freedom of the will in a given case, 
and not the diagnosis of a given “disease,” 
that should be considered the main factor 
whenever the problem of responsibility 
arises." Traditional as this point of view 
might appear at first, Bleuler was in actu- 
ality rather consistent. He would not bow 
to mere labels, even diagnostic ones; he 
bowed only to human facts. 

Another outcome of this abolition of the 
strict line of demarcation between the men- 
tally healthy and the mentally sick was the 
utilization of various psychological reactions 
in the analysis of our social life. In this re- 
spect Bleuler, like Freud, saw the same psy- 
chological mechanisms operating in our nor- 
mal social life as in the pathological life of 
an individual. However, there was this dif- 
ference between Freud and Bleuler. Freud, 
as is known, equated the social organism 
with that of the individual, and he saw the 
same pathology in society as in a person. 
Bleuler on the other hand avoided this 
methodological error; he did not consider 
the given psychological mechanism patho- 
logical in itself, but only the ethico-socio- 
logical consequences of certain psychologi- 
cal trends. In other words, Bleuler remained 
consistently opposed to reliance on diagnostic 
labels, not only in clinical or forensic psy- 
chiatry but also in social psychology. 

This, I believe, is one of Bleuler’s greatest 
merits, and one of his most valuable con- 
tributions. Thus he was able to rise to great 
heights of moral and scientific evaluation of 
human behavior. As a physician he knew 
the sick man as few psychiatrists of his day, 
and perhaps of ours, did. He took his post 
in Rheinau—a lonely spot on the Rhine in 
a place that as late as 1867 was still a 

Senedictine monastery removed from the 
worldly world. There the young Bleuler 
started being a psychiatrist. At that time 
this meant that he actually had to lay aside, 
for most of the time, the microscope and 
the neuroanatomic preparations which he 
had learned to use so well at Gudden’s lab- 
oratory in Munich, because he had to become 


11 Bleuler. Das Autistisch etc. 4th ed., p. 56 
f.n. 


caretaker, housekeeper, surgeon, dermatolo- 
gist, internist and most of all the gentle 
friend of 850 patients. Epidemics would flare 
up; then to his many roles and preoccupa- 
tions would be added those of a public health 
officer. This is how one learned psychiatry 
in those days. The manner and the method 
of such learning, the hard and yet the fullest 
way, is reminiscent of those which were 
imposed by necessity upon the physicians 
of the institutions and retreats in the days 
of Philippe Pinel, and some half-century 
later upon the founders of The American 
Psychiatric Association. 

Young Bleuler, not yet thirty, quickly 
started taking into account the failures, 
errors and weaknesses of his day. He jotted 
down his many experiences and heartaches 
so that some thirty years later, already a ma- 
ture and seasoned psychiatrist and a profes- 
sor at the University of Ziirich who had 
seen the world (he had at that time already 
visited America for the first time), he wrote 
what might be called his brief against the 
medical world of his day. Das Autistisch- 
Undisziplinierte Denken in der Medizin und 
Seine Uberwindung. 

In quality of thought and intensity of 
feeling, this book surpasses many of his 
other works, not excluding perhaps his 
“Group of Schizophrenias.” It was a 
straightforward restatement of what he 
meant by autistic thinking in our daily, non- 
psychotic life, and a severe indictment of 
our professional propensities. He did not 
overlook the positive aspects of medicine, 
but, as he said in the preface to the first edi- 
tion of the book in 1919, “Here it is neces- 
sary to bring out the mistakes [of medicine]. 
With all that is good in medicine, this work 
cannot busy itself.” One at once notes the 
tone of a pamphleteer, yet a special type 
of pamphleteer, an objective, impersonal one. 
He attacks no one by name or place; he is 
aggressive without being bitter and sharp, 
without being angry and devastating, with- 
out being really harsh. Many of the ex- 
amples given in this book, many an aspect 
of medicine of some four decades ago, would 
appear to us already superannuated ; science 
and medicine have moved fast since 1919. 
Yet the substance of the book is still as 
fresh and alive today as it was when it first 
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appeared, perhaps even more alive because 
we know now so much more and therefore 
ought to know and do better. 

Bleuler points out to what extent the medi- 
cal profession is given to autistic thinking 
in its medical practice as well as in its theo- 
retical elaborations. It is accustomed to that 
type of thinking which pays no attention to 
the dividing lines between human experi- 
ences and the verification of these experi- 
ences by looking at the actualities (die 
Wirklichkeit), and which gives up logical 
self criticism. That is to say, it is the type 
of. thinking which is analogous and in some 
respects quite identical with the thinking we 
find in dreams, and in the autistic thinking 
of the schizophrenic who bothers as little as 
possible about actualities, and who thus ful- 
fills his wishes in a state of megalomania or 
in persecutory trends, which is a result of his 
projection of his own incapacities into the 
outside world. It is this type of thinking 
that was named autistic; it is ruled by its 
own independent laws which depart from our 
realistic logic; this thinking does not seek 
for truth; it is preoccupied with wish-fulfil- 
ments. Accidental association of ideas, and 
most of all inner affective demands, take in 
many respects the place of realistic logic. 
They prevent the individual from deriving 
his associations from actual experience and 
following strict realistic logic. 

Bleuler cites time and again the pro- 
pensity of the medical man to believe what 
he wants to believe, to be motivated by eco- 
nomic success and therapeutic do-it-quickly 
methods. It is a kind of autistic empiri- 
cism in medicine that Bleuler attacks, which 
he calls “wearing the therapeutic necktie 
which happens to be the style of the mo- 
ment.” 

While reading over the galley proofs of 
his book Bleuler came upon the fact that 
four or five years before him a booklet had 
appeared (already then in the fourth edi- 
tion) written by someone named Bouget and 
called “Quelques erreurs et tromperies dans 
la science medicale moderne,” and in a foot- 
note to his text Bleuler called the reader’s 
attention to this booklet; he remained im- 
personal and sought no priority rights. 


Bleuler had no patience with this type of 
thinking in the practice of medicine. 

The medical man, Bleuler believed, had no 
business to be the slave of “the need to feel 
comfortable on the part of the public”; he 
stressed the social and ethical demands which 
the medical man must impose upon himself. 
Bleuler raised his voice against the too gen- 
erous and indiscriminate dispensing of vari- 
ous medicaments. 


More than two centuries ago, Sydenham made 
the statement that the arrival of a jack-pudding 
[buffoon] in a small town might be more beneficial 
to the health of the inhabitants than the arrival of 
twenty jackasses laden with drugs. Sydenham was 
an able man and a great physician. I am deferring 
to the authority of his name, for I ascribe no value 
to scientific priorities. Sydenham did not know in 
his day of our modern drug industry, or he would 
have spoken of drug factories instead of jackasses.'? 


Bleuler considered certain experiments on 
rats without proper human controls a mani- 
festation of purely (or impurely) autistic 
thinking in medicine. The highest form of 
one’s relationship to reality is one’s ability 
to state simply: This I do not know.** 
“Careless thinking is oligophrenic and leads 
to error ; autistic—to paranoia ; our ordinary 
everyday thinking is a mixture of realistic 
and autistic trends.” 

As one of the examples of autistic man- 
ners, Bleuler spoke of those who fight 
Freud’s psychology with relentless zeal, and 
pointed out that this psychology put the 
whole field of psychopathology on a totally 
different foundation, and that one finds tiiis 
great change in the very writings of those 
who still believe that they have rejected 
Freud once and for all. 

Some of our psychiatric household terms 
Bleuler rejected as autistic mannerisms 
rather than realistic designations: so many 
believe that they designate something defini- 
tive by the term “psychopath” ; in actuality 
no one has as yet established a proper con- 
cept of what a psychopath is. It is a nega- 
tive designation of a general deviation from 
the normal. We ought not to look upon any 


striking characteristic of an individual as 


12 FE, Bleuler. Op. cit., 4th ed., p. 18. 
18 Op. cit., p. 90. 
14 Op. cit., p. 45. 
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psychopathic. Let us call him a schizo- 
phrenic, an hysteric or whatever he is; if we 
don’t do this, then what is left is only the 
designation “psychopath,” which tells us 
nothing about the nature of the deviation in 
question."® 

With a striking boldness Bleuler pointed 
out the instinctive, intuitive psychological 
knowledge which so many medical quacks 
possess. Scientific medicine too was until 
recently in possession of this gift of intui- 
tion; unfortunately, the purely mechanical 
physical and chemical methods which make 
diagnostic work so much easier have also, 
however, made us turn away from the psy- 
chological. 

The habit of making direct psychological obscr- 
vations, in the manner of a spontaneous, natural 
understanding of man, which even the uneducated 
possess, has been lost, and we behave as if we 
ought to defend ourselves against something mysti- 
cal when we come in touch with the most im- 
portant aspect of civilized man (the psychological). 
Psychic mechanisms are too complex for us to be 
able to reduce them to easily understandable and 
mechanically applied formulae, like chemical reac- 
tions. This is why there is a fear of the psycho- 
logical in medicine.1* 


I may add that essentially this is still true 
today, despite our apparent acceptance of 
the psychological in medicine as evidenced 
by the popularity of the term “psychoso- 
matic medicine.” The general distrust of 
psychopathology on the part of medical men 
and medical students is I am afraid greater 
than the increasing popularity of psychiatry 
and the broadening of the psychiatric cur- 
ricula in our medical schools would indicate. 

Bleuler does seem to be still right today, 
more than we know. Apparently we have 
not yet solved the problem. It is not merely 
a matter of training alone. Perhaps psychi- 
atric education must be more cognizant of 
the need for humanistic education, without 
which traditional scientific education as it is 
understood by positive sciences becomes, as 
Bleuler pointed out, an impediment in our 
methodological approach to human prob- 
lems. The issue of integrating the subject 
of psychology as a humanistic discipline into 
the field of human knowledge, without mak- 


15 Op. cit., p. 64. 
16 Op. cit., p. 18. 


ing psychology the maidservant and mim- 
icker of physics and chemistry, has been 
raised time and again throughout the his- 
tory of scientific thought; Bleuler too 
brought it into focus. It is this issue that 
remains unresolved in our present-day, post- 
World War American psychiatry. 

As I said before, the approach which 
might be termed “humanistic existentialism” 
offers some hope, and some of the European 
psychiatrists are now testing it successfully 
both in psychotherapy and psychopathology 
as a theory. The name of Ludwig Bins- 
wanger in Switzerland, an offshoot of the 
Bleuler tradition, comes to mind in this 
connection. 

But this aspect of the solution raises a 
number of new problems which were not 
envisaged by Bleuler. It is highly important, 
for instance, to avoid slipping into a sterile 
personalism under the guise of individual- 
ism in psychopathology. It is also highly 
important to learn, and we still have a lot 
to learn in this respect, how to talk to each 
other without falling into the confusion of 
autistic conceptualism under the cover of 
a terminological screen. 

This problem stood before us long before 
Bleuler in all its acuity and urgency. Said 
John Henry Newman almost a full half- 
century before Bleuler: 

No power of words in a lecturer would be suffi- 
cient to make psychology easy to his hearers; if 
they are to profit by him, they must throw their 
minds into the matters in discussion, must ac- 
company his treatment of them with an active, per- 
sonal concurrence, and interpret for themselves, 
as he proceeds, the dim suggestions and adumbra- 
tions of objects, which he has a right to presuppose, 
while he uses them, as images existing in their 
apprehension as well as in his own.!7 


There is more than an appeal for seman- 
tic clarification in these rather contemplative, 
mid-Victorian words. It is the same appeal 
as Bleuler made when he insisted on direct 
human observations, through instinctive 
(intuitive) contact with your fellow men; 
I could call it an appeal for truly existential 
cooperation, taking all the time into account 
the living individual before you. 

In this respect it is more than a coinci- 


17 Grammar of Assent. Image Book. 1955, p. 37. 
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dence that the atheistic friend of Bleuler, 
Sigmund Freud, called the highest achieve- 
ment of normalcy work and love, and that 
the scientific, observational empiricist Bleuler 
considered work-therapy (Arbeitstherapie) 
as the cornerstone of treatment. Here again 
I must point out that the term “occupa- 
tional therapy” used by the English-speak- 
ing psychiatrist does not convey exactly the 
meaning that Bleuler had in mind. The 
words “occupational therapy” might connote 
a form of diversion, a form of “getting 
away from one’s self” as the expression 
goes, while work-therapy as Bleuler de- 
scribed it in his book on schizophrenias 
meant to him explicitly the awakening of 
the autistic person to true productive crea- 
tiveness, to overcoming his autistic pro- 
clivities. 

It is this concern with the person in man 
that makes Bleuler stand out as one of the 
truest representatives of humanism in clini- 
cal psychiatry. To put it again in the words 
of Newman, purely formalistic considera- 
tions make man “attenuated into an aspect 


or relegated to his place in a classification.” 
Bleuler had no stomach for such attenua- 
tion. Therefore he stated: “I feel ever so 
much obliged to pay attention to the inter- 
ests of the community and to follow the 
order of the State—without however ever 
losing sight of the individual.” In the light 
of this careful avoidance of the sorry busi- 
ness of “attenuation” of the human indi- 
vidual, it is fitting to observe that as a result 
of many years of hard work in a mental hos- 
pital and hard thinking about man in sickness 
and in health, Bleuler came to the conclusion 
that “the special task of the educational influ- 
ence of a mental institution is the habituation 
of the patient to be free” (italics mine).%* 

Thus the neutralistic Swiss in Bleuler ever 
strove to preserve the individual in man and, 
what is most important, his freedom—a free- 
dom which neither state nor institution 


might impede. To Eugen Bleuler illness, the 
great constrictor of human freedom, should 
be treated in the service of true inner and 
outer freedom. 


18M. Bleuler. Op. cit., p. 114. 
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RESPONSE TO FELLOWSHIP LECTURE ON EUGEN BLEULER 
E. E. KRAPF, M.D. 


In the brilliant and wise lecture with which 
Gregory Zilboorg has commemorated the 
one-hundredth anniversary of Eugen Bleuler 
he has rightly compared the great Swiss psy- 
chiatrist with the two outstanding men whose 
centenaries the psychiatric world celebrated 
in 1956: Emil Kraepelin and Sigmund Freud. 
He has also reminded us that Bleuler was in 
a way standing between Kraepelin and 
Freud, adhering in fact to Kraepelin’s nosol- 
ogy and Freud’s psychopathology at the same 
time. 

I am afraid that in the minds of some the 
second proposition risks invalidating the 
first. “Between Kraepelin and Freud” .. . 
does that not sound like lukewarm eclecti- 
cism? And do eclectics—even the most dis- 
tinguished amongst them—ever rank to- 
gether with what Schopenhauer called the 
“originaldenker,” the original thinkers? It 
would not be difficult to enlarge upon this 
argument. No doubt: it was Bleuler who 
coined the term “schizophrenia” ; but was it 
not Kraepelin who laid the clinical founda- 
tions, and did not Bleuler himself recognize 
the fact in calling his famous monograph 
Dementia praecox or the Group of Schizo- 
phrenias? It is true: the terms “ambivalence” 
and “complex” were first used in the Bur- 
gholzli; but could they have been found if 
Freud had not seen the corresponding phe- 
nomena first? One might even use Bleuler’s 
own words (in the preface of the mono- 
graph) that “the whole idea of dementia 
praecox originates with Kraepelin” and that 
in respect of Freud’s ideas he was only re- 
sponsible for their “application” to schizo- 
phrenia. 

Let me answer the sceptics right away and 
tell them that Bleuler’s genius lay in the field 
of “Ethos” rather than in that of “Logos.” 
He could “stand between Kraepelin and 
Freud” and still remain original because he 
approached the problems of man not so much 


1 Address: 16, Parc Chateau-Banquet, Geneva, 
Switzerland. 


with intellectual curiosity as with a feeling 
of human fellowship. As he observed his 
patients not as specimens to be dissected and 
filed but as persons to be respected and 
helped he had an immediate understanding 
for them which allowed him to give to the 
realities which Kraepelin and Freud had 
painted something like an additional dimen- 
sion. 

Of course, neither Kraepelin nor Freud 
were coldly curious or lacked all feelings of 
human fellowship; but it is hardly unjust to 
say that both were more scientists than 
physicians. Kraepelin, for instance, wanted 
to devote his life to experimental psychology 
and became a psychiatrist only because he 
had to earn a living. He always considered 
his psychological experiments his most valu- 
able contributions to human knowledge, and 
as to his interest in therapy I can bear testi- 
mony that it was completely negligible. As to 
Freud, he admitted that he had “never really 
been a doctor in the proper sense,” but he 
became one “through being compelled to 
deviate” from his original purpose (of be- 
coming a physiologist). He regretted that 
his restricted material circumstances pre- 
vented him from taking up a theoretical 
career, and Ernest Jones recalls in his biog- 
raphy that Freud expressed “as far back as 
in 1910... the wish with a sigh that he 
could retire from medical practice.” 

It is noteworthy that Bleuler’s attitude was 
quite the reverse. When at the age of 29 he 
was appointed Superintendent of the Asylum 
of Rheinau he concentrated from the very 
beginning on plain doctoring, and so en- 
thusiastically did he devote himself to this 
task that he went far beyond psychiatry into 
the field of general practice, attending not 
only the medical needs of his patients but 
also those of his personnel and of the vil- 
lagers of Rheinau and going in this en- 
deavour as far as actually arranging for a 
weekly operating session at which he per- 
formed quite alone even major operations. 
He became in fact a family doctor not only 
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in the usual sense of the word, but also in be- 
ing a father-image for everybody around 
him, patients as well as nurses and attendants. 
He ate with his flock, he worked with them, 
he arranged their parties, he shared in their 
amateur theatricals, sometimes he even ad- 
ministered their savings accounts, and so 
completely did he identify himself with his 
activity in the field of what today we would 
call social psychiatry that he was in the 
middle of planning the transformation of the 
village of Rheinau into a psychiatric colony 
of the Gheel type when the Zurich Govern- 
ment surprised him in 1898 with his appoint- 
ment as Professor of Psychiatry and Direc- 
tor of the Burgholzli. 

For the European scientist there is no 
greater satisfaction than obtaining “the 
Chair.” Kraepelin did not really come into 
his own until he had been appointed Profes- 
sor in Dorpat, and Freud resented it bitterly 
that the antisemitism of the Austrian authori- 
ties made it impossible for him to become a 
full professor. For Bleuler it was apparently 
a sacrifice to accept the professorial gown. 
This is at least the opinion of his son who, 
in response to a question of mine, told me 
recently: “After his moving into the Burg- 
hdlzli . . . the possibility of fully giving him- 
self to the life of his patients did not exist 
any more. All through his life he felt this 
painfully, and I believe that since I have 
known him there was always a certain resig- 
nation in his attitude towards the patients. 
He would have liked to come as close to them 
as before but it-was not possible any more.” 

Of course, this does not mean that Bleuler 
actively disliked his professorial job. Some- 
body who abhors teaching cannot write a 
text book of so high a quality as his. Pos- 
sibly at the beginning he was not a very 
brilliant professor. If one hears that in his 
first years in Zurich he sometimes based his 
lecture on a few pages torn out of a current 
manual one cannot be entirely out of sym- 
pathy with the Faculty of Medicine which 
had opposed his appointment. Later on his 
teaching performance was certainly more 
than adequate, and we have every reason to 
believe that he was quite happy with having 
the possibility of helping his students in their 
quest for knowledge. It is probable, how- 


ever, that he never ceased to consider it more 
important to help his patients in recovering 
their health. We know after all that when, 
as a high school student, he decided to be- 
come a psychiatrist, he did so because he was 
aware that the peasant population of his 
canton (to which his own family belonged) 
was not too happy with its mental patients 
being in the hands of men who like Griesin- 
ger, Hitzig and Gudden, were not familiar 
with the “Ztri-Ttitsch” and because he 
wanted to satisfy the desire of his people to 
have not only erudite savants but also a real 
doctor. We have, moreover, the conclusive 
evidence of Bleuler’s research orientation, 
the development of which can only be under- 
stood if one takes into account that as Lud- 
wig Binswanger puts it : “The primacy of his 
life was practical reason” in Kant’s sense. 

Bleuler’s fame is essentially based on his 
work on schizophrenia, and his most impor- 
tant contribution in this field was undoubt- 
edly the profound analysis of the dynamic 
psychopathology of the schizophrenics. But 
originally the scientific interests of Bleuler 
had been very far removed from psychology 
proper. Apart from a few studies on the 
biology of the criminal in Lombroso’s sense 
nearly all the papers he published in the first 
twenty-five years of his professional life 
were on neurophysiological, neurological and 
neuropathological subjects, and it would have 
been difficult to guess at that time that this 
young organicist was destined to become one 
of the most outstanding medical psycholo- 
gists of his generation. 

In my opinion it is quite evident how the 
change in Bleuler’s research orientation came 
to pass. In the decisive years of his scien- 
tific evolution, in Rheinau, the vast majority 
of his patients were schizophrenics. His 
medical Ethos obliged him to make every 
possible effort to cure them. And in this con- 
nection he discovered not only that (using 
now his own words) “except for the treat- 
ment of purely psychogenic disorders, the 
therapy of schizophrenia is one of the most 
rewarding for the physician,” but also that 
“at the present time, the only type of therapy 
that can seriously be considered for schizo- 
phrenia as a whole is the psychic method.” 

Since then we have of course learned seri- 
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ously to consider somatic methods too. There 
is no doubt that Bleuler, if he were alive to- 
day, would very much approve of this. The 
last time he participated in the discussions 
of the Swiss Society of Psychiatry he com- 
mented in fact on the chances of bodily ther- 
apy and said that in respect of the “cardinal 
question of finding the point where one could 
attack” he could only hope that the younger 
generation would be more fortunate than his 
own. But the unquestionable advances made 
in the field of somatic treatment have by no 
means diminished the need for a reasonable 
employment of the “psychic method.” Inso- 
far as they help the patients to regain a bet- 
ter contact with the outside world they have 
even increased it. Moreover, clinical experi- 
ence teaches us that schizophrenics respond 
in a favourable way to the very fact of being 
cared for, and in making use of this reaction 
we are certainly very close to the “psychic 
method” Bleuler was employing. 

Bleuler was indeed very far from recom- 
mending the psychotherapy of schizophrenia 
as we understand it today. He was convinced 
that “the symptomatology of the disease is 
dominated by the complexes,” but he did not 
see how it could be influenced from that 
angle in a systematic way. “The only way,” 
he said, “‘is to offer chance itself a great many 
opportunities so that it may seize one of 
them. If this is done at the right moment, 
a good deal can often be accomplished.” Thus 
it has to be understood that he saw the most 
important aspect of occupational therapy in 
that it “offers the attendant personnel almost 
the only opportunity for close contact with 
the patients.” In other words: his goal in 
occupational therapy was not to keep the 
patient busy, but to get near him and to give 
him the warming feeling of being cared for. 
Nothing is more typical of his approach than 
the little story he himself tells in his mono- 
graph: “In one of the hospitals I encoun- 
tered a violent woman patient who was re- 
garded as so dangerous that not less than 
four attendants at a time were permitted in 
her room. On Christmas Eve I took this pa- 
tient along to the party at the hospital. On 
New Year’s Eve she introduced herself as a 
singer ; some weeks later she was released.” 
But perhaps I should also report a story 


which I heard from one of his pupils: Walk- 
ing through the Burghdélzli with his assist- 
ants, Bleuler was once shown some new 
material upon which very destructive patients 
could sleep completely naked. He immedi- 
ately undressed and lay down on it because, 
as he said, “I cannot oblige a patient to lie 
on this stuff if I do not know whether it is 
adequate for a human being.” Clearly, Bleu- 
ler’s psychotherapeutic practice makes very 
good sense from the point of view of psy- 
choanalytic theory, but the point I want to 
stress here is that it was practical far more 
than pure reason that allowed him to pene- 
trate so deeply into his patients’ unconscious. 

It would not be difficult to show also in 
other spheres to what extent Bleuler’s exist- 
ence centered around his ability and his 
desire to respect, help and understand his 
fellow beings. I think it is a characteristic 
reflection of his own genius that amongst his 
pupils he had outstanding personalities as 
different from each other as for instance, 
C. G. Jung and André Repond, Karl Abra- 
ham and Eugéne Minkowski, Abraham Brill 
and Ludwig Binswanger, Hans W. Maier 
and Hermann Rorschach to mention only a 
few. I cannot resist the temptation to tell 
in this connection an ancedote which shows 
very plastically how little authoritarian he 
was in his relations with his collaborators. 
When Francoise Minkowska, Eugéne Min- 
kowski’s brilliant wife, was a young resident 
at the Burghdlzli, she once showed her in- 
domitable temperament by loudly criticizing 
Bleuler’s way of examining foreign students. 
When Bleuler heard of her comments he 
called her and asked her to sit in an adjoining 
room next time he had to examine a for- 
eigner and then to tell him in a concrete way 
what errors he might have committed. An- 
dré Repond, whom I recently consulted about 
Bleuler’s attitude in respect of his assistants, 
called it “very fatherly and full of under- 
standing,” and the little story I have just 
related is certainly very apt to show this 
aspect of his interpersonal behaviour. It is 
perhaps even more important, however, that 
Bleuler was able to act not only as an under- 
standing father, but, if I may say so, also 
as a helpful older brother, All his pupils 
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praise, in fact, his preparedness to enter into 
a scientific discussion on a footing of com- 
plete equality even with his youngest resi- 
dents, and Ludwig Binswanger responded 
to my query in this respect by calling Bleu- 
ler’s attitude “democratic in the highest 
sense.” This is a very interesting formula- 
tion on which I should like to make a few 
comments. 

Bleuler came from Swiss peasant stock ; 
in other words, he was the true son of a 
people justly famous for having developed 
a type of society in which the democratic 
equality of rights and duties is based on a 
deep respect for rugged individuality and on 
a century-old tradition of mutual assistance 
in case of need. I do not think that it detracts 


in any way from our admiring appreciation 
of Bleuler’s greatness if we discover in his 
genius the principal traits of the genius of 
his nation. I should say that in my opinion 
it even increases it just as I believe it height- 
ens the stature of a Lincoln that we can con- 
sider him the ideal type of an American. I 
do not know whether this kind of genius can 
only grow in a democracy, but I am sure that 
it is nowhere better understood and better 
loved. Therefore it seems very fitting to me 
that Bleuler’s centenary should be commemo- 
rated precisely in these United States. The 
American Psychiatric Association ought to 
be congratulated on its intuition in choosing 
this subject for this year’s Fellowship 
Lecture. 


ME 
- 
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MURDER BY ADOLESCENTS WITH OBSCURE MOTIVATION 
A. WARREN STEARNS, M. D.! 


In the early days of society, treatment of 
crime was entirely instinctive. This is re- 
flected in such sayings as “An eye for an eye 
and a tooth for a tooth,” ““He who sheddeth 
man’s blood, by man shall his blood be shed,” 
and so forth. The motive was revenge, and 
it depended upon an instinctive reaction. 
Later on, as man became less savage and 
more a man, the theory of the deterrent ef- 
fect of punishment gradually appeared. It 
postulated that society could be immunized 
against crime through a fear generated in 
all hearts that, if they sinned, they would 
suffer. Still, they sinned. E. B. Wilson has 
said, “Punishment is no good after you are 
sick. It may be a good way to condition 
children.” 

Latterly, there has developed an interest 
in trying to do something with individual 
offenders. This was at first called correc- 
tion, later reformation, now rehabilitation. 
During the past century, and more particu- 
larly the past half-century, with the develop- 
ment of psychiatry, there has also developed 
an interest in the makeup of the individual 
offender. Psychiatrists have dabbled in 
criminology, but on the whole few serious 
systematic studies have been made. For the 
most part, psychiatrists and those working 
under their direction have tried to classify 
criminals within the categories set up for 
the classification of insanity. This attempt 
has been largely unsuccessful. It has re- 
sulted in a much hypertrophied group of per- 
sonality disorders, which has included so 
many diverse elements that it is hardly fit to 
be called a group at all. Originally, its use 
was confined to those individuals who from 
early childhood had shown deviations in de- 
velopment and behavior. Latterly, it has 
been applied to cases where one single act 
was all that there was to go upon without 
any attempt at picturing a clinical entity. It 
has seemed to the writer, after many years 
of contact with crime and much reflection 
on the matter, that it ought to be possible to 
establish clinical syndromes in criminology 


1 Address: Billerica, Mass. 


comparable to those in medicine, although 
not in any sense identical. When physicians 
classified certain types of sickness as fevers, 
it was quite an advance. It at least brought 
cases together which ultimately turned out 
to be infectious. When the group was broken 
down into measles, scarlet fever, diphtheria, 
typhoid and so forth, it laid the way to 
further understanding and, as it turned out, 
specific treatment. 

In the opinion of the writer, if psychi- 
atrists are to seriously undertake a study of 
criminology, they must first develop some 
sort of classification. It is too much to hope 
that this could be developed full-grown, 
giving the type of diagnosis and treatment 
now available in medicine, but at least a 
start can be made. With this in view, a series 
of cases is presented with the suggestion that 
they represent a clinical syndrome compara- 
ble to some of those in medicine. 

It has long been recognized that profound 
changes take place in the human body during 
the period of adolescence. It has also been 
recognized by some, although not admitted 
by all, that these changes are frequently as- 
sociated with alterations in behavior. A sub- 
stantial portion of students have associated 
these alterations in behavior with changes in 
body chemistry, although latterly there has 
been some tendency to attribute them to en- 
vironmental pressures or deficiencies. It is 
not my purpose to debate this matter, for 
the issue is not important in the thesis which 
I hope to develop. Enough to identify ado- 
lescence as a period when extraordinary 
things may take place: these may be the 
arousal to great events; the simple revolt 
from parental or adult control; or suicides 
without motivation, which I have recently 
published(1, 2). Murder is comparatively 
rare at this period. In my previous study, 
only 2% were under 21 years of age(3). 

I wish to describe briefly a group of ado- 
lescent murders for which no motivation has 
been found and which seem to have certain 
elements in common. These cases further 
illustrate the value of a categorical arrange- 
ment of criminals. I have done what I could 
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to conceal the identity of the cases for obvi- 
ous reasons but have tried not to mutilate 
the picture too much. 


CASE 3428.—This is a 15-year-old boy of excel- 
lent reputation. His mother was psychotic, and he 
lived with relatives. He was a student in junior high 
school, and there is nothing in his record to indicate 
that he was anything except a fine specimen. He 
had been attentive for some little time to a 14 year 
old girl, a schoolmate. They had been together more 
or less, had kissed on at least one occasion, but 
there had been no overt sexual experience. They 
rode out to a ball game on his bicycle. She was 
scantily clad and sat facing him on the handlebars. 
In the early evening they started home. After going 
a short way, they stopped at a park; she dismounted, 
he remained astride the bicycle. He drew a pistol 
from his pocket, a recent acquisition to his collec- 
tion. His grandfather was interested in guns and 
occasionally sent him a specimen. He had carried 
it for some time, and at least on one occasion he 
had fired it. He showed it to her. She said, “Don’t 
shoot me,” whereupon he pulled the trigger 4 times, 
the bullets passing through her chest, one through 
the aorta, killing her instantly. He rode away for 
a while, and then came back to give himself up. 

Although every possible theory was exploited, no 
motive was ever found. He said he didn’t know 
why he did it. It was an impulse. Repeated exami- 
nation revealed nothing extraordinary about his per- 
sonality. Dr. Abraham Myerson, who studied him 
at the time, felt that he was an incipient case of 
dementia praecox. He and I were employed to- 
gether and talked over the matter at length. In 
general, his diagnosis of incipient dementia praecox 
was based on the supposition that there must be 
some profound pathological process going on to ac- 
count for the crime. The boy pleaded guilty to 
second degree murder and received a life sentence. 
Upon admission to the prison, he was again 
thoroughly studied and was considered a model 
American boy. The only deviation he showed was 
slight stammering. About 2 years after his admis- 
sion to the prison, he cut his elbow with a razor 
blade, leaving a note stating, “This is a suicide. 
May I be buried beside whom I 
now join.” At the bottom of the note he had left 
his fingerprints in blood. He was sent to a hospi- 
tal and in a few days was entirely well. There has 
been no repetition of this depressed episode. In the 
last 10 years, he has acquired considerable formal 
education, developed great talent in art, and is con- 
sidered to be a healthy, normal young man. A 
recent review of his case shows an I.Q. of 112. 
There have been no conduct infractions during his 
12 years in prison, and psychiatrists state: “There 
was no psychiatric process present. Does not ap- 
pear schizophrenic.” 

CASE 3811.—This is the case of a 13-year old boy 
with excellent reputation. It was generally said 
that he was one of the last persons who would be 
suspected of doing wrong. He was a newsboy and 
went to the house to collect for the papers. He re- 


ceived the money and started along; then he turned 
back, why he knew not. He knocked at the door and 
as the 41-year-old victim came to let him in, he asked 
for a drink of water. He stepped inside, she turned 
to get the water, and as she passed it to him, smiling, 
he hit her on the head with a milk bottle, knocking 
her to the floor. She was unconscious but ap- 
parently not dead. He slipped a laundry bag over 
her head, pulled up the strings and strangled her. 
She was clad in white shorts and a halter only. He 
stuck a knife into her abdomen, saying that he had 
been told that, if a person was dead, he would not 
bleed. He also wrapped a towel around her neck. 
He then ransacked the house taking nothing, re- 
turned to a group of boys playing ball, and then 
went home. No one noticed any change in him 
whatsoever. Four days later, the victim’s daughter 
coming home found her body on the floor. Persons 
had seen him go to the house; he was questioned 
and freely admitted his guilt. He assigned no mo- 
tive, and no motive was ever discovered. He said 
an impulse came over him. He pleaded guilty and 
was sentenced to prison for life. During the 10 
years of his prison sentence, he has grown to be 
a very large man. His conduct has been exemplary. 
He has studied hard and hopes to get out sometime, 
although he once told the writer that, if there was 
any chance of his ever doing that sort of thing again, 
he would gladly remain in prison the rest of his life. 

Case 4828.—This is an 18 year old, whose family 
was in comfortable circumstances; he was bright 
but inattentive in school, so that he did not graduate 
from high school. He was attending private school 
where he did little or nothing. He was ardently 
courting a 17-year-old girl. He had his own car 
and was something of a traffic problem, but on the 
whole had an excellent reputation. He had a tear 
in his raincoat; went to one or two dry cleaners to 
have it fixed. He then went to a dressmaker whom 
he had seen once with his mother 2 years before. He 
knew where she lived, as he had driven his mother 
there. He asked her to repair the tear in his rain- 
coat. This she did; charged him 50¢; he gave her a 
dollar bill, and, as she turned, he seized her, 
strangled her, killing her with his hands. He then 
went to the sewing room, got some cloth panties and 
put them around her neck and tied a very tight knot. 
He next went to the kitchen got a rolling pin and 
hit her several times on the head. He then got a 
butcher knife and plunged it into her heart. Then 
he got a piece of cloth and tied her feet together. 
He later stated that as he emerged from the apart- 
ment, an awful feeling came over him, “What have 
I done?” He was restless, uncomfortable; went 
home; could not stay there; went out with some 
girls, where he recited the whole event. The girls 
did not believe it, and he finally told them that it 
was true and that he was a murderer. Still, they 
did not believe it. The next day he drove about 
with a girl and was finally arrested. Here again, 
no motive was ever determined. He pleaded guilty 
and received a life sentence. 

Case 4878.—An 18-year-old boy from a good 
home with an excellent reputation killed a school- 


= 
i 
° 
o 
& 
4 


A. WARREN STEARNS 


_ 395 


mate. He had failed some courses in high school 
and was repeating. There is no other suggestion of 
aberrant conduct. He owned a large bayonet or 
dagger which he sometimes carried. On the night 
in question, he went out to walk. He saw his girl 
friend through a window, returned to his house and 
got the bayonet. He then went to where the girl 
friend was babysitting and knocked on the door. 
When she came to the door, he fell upon her with 
the bayonet, stabbing her 46 times, thereby killing 
her. The baby was in a crib nearby, and he stabbed 
him several times. He was not apprehended for 
several days. He was a bearer at the girl’s funeral, 
but when accosted made a complete confession. He 
said he did not know why he did it. The impulse 
came over him. He had much psychiatric examina- 
tion, being called dementia praecox, psychomotor 
epilepsy, personality disorder, etc. He was sen- 
tenced to death, but this sentence was finally com- 
muted to life by the governor and council. He has 
shown no evidence of nervous or mental disease 
since his confinement, and neither has any motive 
for the crime ever been elucidated. 


These 4 cases have certain elements in 
common, enough I believe to establish a 
clinical syndrome. The perpetrators have all 
been adolescent males, their reputations have 
all been uniformly good, the victims have all 
been females—two scantily clad, and the 
crimes have been wanton and ferocious. No 
motive has ever been established. When 
such a murder case occurs, I think it fair to 
assume that the same pattern will be present 
as in the cases above. It has been assumed 
quite largely that there has been gross men- 
tal disease to account for such crime. It has 
further been assumed that these persons 
should be confined for life, that there is 
indication of some morbid quality which 
would make it dangerous to ever release 
them. Having this in mind, I wish to pre- 


sent one further case in which the victim 
did not die, and therefore the perpetrator 
received a reformatory sentence, was subse- 
quently released on parole, and has shown 
no evidence of conduct disorder since. 


CASE 4955.—This boy was 13 years old and in the 
7th grade, having repeated the 4th. He was a 
non-reader ; came from a very disordered family, the 
father having been once arrested for indecent ex- 
posure. He had shown no gross conduct disorder 
until the present incident. He was building a tree 
house in the woods near his home. His father would 
not get him tools, so he went to a hobby shop and 
stole a knife and a hatchet. The knife was ina sheath 
which he carried on his belt. While working on the 
project, he saw a girl his own age go by. He did 
not know her but walked out to her, and they looked 
at each other. She said, “I won't bite you.” He 
said, “I won't bite you.” He invited her into the 
woods saying he had a surprise for her. When a 
little way from the street, he told her to turn around, 
whereupon he plunged the knife into her back. 
She fell backward, and he grabbed her, and there 
were one or two slight cuts on her face and neck. 
Just what happened then is not entirely clear, but 
he was arrested and made a complete confession to 
the police. He is said to have told the police that 
he wanted to see her breasts. 

He was friendly and cooperated with me. The 
crime appears to be the result of an impulse. We 
can infer a sexual motive but cannot demonstrate it. 
He does not show any evidence of psychosis or gross 
mental disease. His period in the training school 
was uneventful. School behavior was very good, 
and he made a good adjustment. He is now in high 
school. 
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THE UNLOCKING OF WARDS IN MENTAL HOSPITALS 
L. C. HURST, M.B.1 


The problem of eliminating locked doors 
in all mental hospital wards has been under 
consideration by psychiatrists in Britain for 
some years. Dingleton Hospital, Melrose, 
led the way and has been completely un- 
locked since 1949. Nottingham City (Map- 
perly) Hospital followed suit by opening 
all its wards, as did Warlingham Park Hos- 
pital more recently. The latter had only 2 
locked wards out of a total of 23 for some 
I2 years previously, however. Warwick 
Hospital is also completely open now. 

Nevertheless, references in the literature 
are scanty and the method of opening locked 
wards has been expounded somewhat 
vaguely. Little has been done in the way of 
controlled observation of the results of open- 
ing. Bell(1, 11) holds that a satisfactory 
stage of nurse-patient relationship must be 
reached as a preliminary to unlocking the 
wards and that mechanical restraint, seclu- 
sion and tube-feeding must be absolutely 
prohibited. He also lays emphasis upon the 
education of the public, and exhorts his 
staff to take a full part in local activities. 
Koltes(5) maintains that patients must be 
encouraged to take the attitude that the “hos- 
pital is theirs” and that behaviour will then 
improve and the opening of wards follow as 
a matter of course. This change of attitude 
is to be brought about by an intensive group 
therapy programme, constructive activity in 
which the patients feel that their work is 
not exploited and a nonauthoritative role on 
the part of the staff as regards the patients’ 
everyday life. These ideas are also ex- 
pounded to the vistor to Warlingham Park 
Hospital. Rees and Glatt(7) however de- 
scribe a system of habit-training and occu- 
pation employed in a ward of deteriorated 
patients and report that the use of methods 
such as these have enabled the wards to be 
opened at Warlingham Park Hospital. Ex- 
perience at Mapperley Hospital is in accord 
with this(10). 

The results of ward opening are even more 
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vaguely defined. Bell(1) says that such a 
measure leads to “complete lack of tension” 
in both patients and staff, whereas several 
locked wards are retained at Netherne Hos- 
pital because the staff believe that a closed 
ward has a sedative value for patients with 
severe anxiety(5). Bell(1) quotes the case 
of 3 epileptics with a diminution in the num- 
ber of fits after opening. He also states that 
wetting, soiling, destructiveness and refusal 
of food have almost disappeared, except on 
the senile wards. Even the increase in the 
voluntary admissions to Dingleton Hospital 
in the years after the introduction of open 
doors (and the establishment of the Na- 
tional Health Service) is cited as an indirect 
result of opening. 

Both Macmillan and Bell(10) agree that 
the paranoid patient is less inclined to at- 
tempt to abscond from an unlocked ward. 

It is peculiarly easy in psychiatric practice 
to conclude that certain procedures produce 
various changes which happen to have 
emerged in association with their application. 
Wittgenstein(8) offers a healthy corrective ; 
“Es kénnen alle Kombinationen der Sach- 
verhalte bestehen, die andern nicht bestehen.” 

Most of the preparatory requirements for 
ward opening quoted above rest upon 2 as- 
sumptions. First, that well-integrated es- 
capees will provide the principal problem in 
the opened wards, and second, that the re- 
gressed, confused schizophrenic will be 
amenable to such influences. 

In view of this, experience recently gained 
at Shenley Hospital, near St. Albans, would 
seem to be relevant. Female Division B 
comprises 752 beds. Of these, 360 were in 
locked wards until last year, contained in a 
block of 6 wards and an insulin shock therapy 
ward. 

Between May and September 1956, 4 of 
the wards on the block were opened. Neither 
intensive group therapy nor a programme 
of occupational therapy on the ward pre- 
ceded this step. (A small group of 7 psy- 
chotics had been having group therapy ses- 
sions for several weeks before their wards 
were opened and weekly sessions involving 
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all the patients on the semi-refractory ward 
have since been instituted.) No changes 
were made in the method of running the 
wards prior to their being opened. 

As each pair of wards share an airing 
court, it was necessary to undertake the open- 
ing of 2 wards at a time. 

_ The 2 wards first opened were respec- 
tively an infirm ward of 50 beds and a ward 
of 57 beds containing for the most part well- 
integrated patients, 14 of whom worked in 
the hospital utility departments. These 
wards and their airing court were opened on 
May 19, 1956, and raised relatively few prob- 
lems subsequently. 

Before opening the second pair of 
wards—a semi-refractory ward of 52 pa- 
tients and a ward of 55 patients, for the 
most part degraded and including 25 epilep- 
tics—14 patients had to be transferred to 
the remaining locked wards. Of these no 
less than 12 were deteriorated schizophrenics 
of under 60 years of age. There was one 
case of senile dementia and one blind men- 
tal defective. The semi-refractory ward 
was opened (via the adjoining open ward) 
on September 26, 1956, and the other ward 
(similarly) on the following day. On the 
29th the airing court was thrown open. 

During the first 4 weeks of unlocked 
doors, 11 patients had to be brought back to 
the semi-refractory ward, and 5 to the epi- 
leptic ward. (The corresponding figures for 
the 4 weeks preceding opening were 2 and 
3 escapes respectively.) 

Of these, no less than 10 were deteriorated 
schizophrenics under 60 years of age, two 
were deteriorated schizophrenics over 60 
(one was found dead). The remaining 4 
were non-deteriorated schizophrenics. Four 
of these patients were subsequently trans- 
ferred to the locked wards. All of these 
latter were deteriorated schizophrenics under 
60. 


DIscuSsSsION 


Several conclusions have been drawn from 
this operation which might be of value for 
those contemplating opening wards. 

The first, perhaps surprising, fact emerg- 
ing is that the well-integrated patient pre- 
sents little problem; the paranoid or manic 
patient often responds well to ward opening. 


Those patients who have been formerly 
noted as escapees often abscond no more fre- 
quently than they did before the opening. 
Also, the paranoid cases may be much im- 
proved in this and other respects by means 
of chlorpromazine. 

Senile dements provide a problem, but a 
small one. The principal difficulty occurs 
with the deteriorated, confused  schizo- 
phrenic. These patients are often not merely 
troublesome, but are of some danger to 
themselves when they wander off an open 
ward. They do not respond well to group 
psychotherapy, although they may do so to 
regular occupational therapy and simple 
manual tasks under constant supervision (4, 
6,7). Certainly, such a programme provides 
supervision and tends to diminish the time 
during which they are wandering aimlessly 
around the ward garden, and perhaps out 
of it. There is some evidence that routine 
occupation does reduce the tendency of this 
type of patient to abscond(6). 

In retrospect it would seem that a pro- 
gramme of occupational therapy for these 
patients might well have preceded ward 
opening by some months. 

The need for controlled studies of such 
changes as ward opening is very great. A 
belief that patients and staff have improved 
socially may be merely due to projection on 
the part of the psychiatrist. It is difficult to 
obtain such controlled studies, as ward open- 
ing is inevitably accompanied by the trans- 
ferring of degraded patients or by other 
measures such as an occupational pro- 
gramme, These will have an unassessed 
effect. 

Of course, this consideration applies with 
equal force to the supporters of locked 
wards. Incarceration is unpleasant—it is so- 
ciety’s chief deterrent—and most patients 
do not emulate the subjects of Honorius in 
“contemplating their new freedom with sur- 
prise and terror”(3). (One disgruntled pa- 
tient did however remark, the day after her 
ward had been opened ; “They’ve opened the 
doors ; anyone can get in.”) The onus would 
certainly appear to be on the supporters of 
locked wards to prove their case. 

One thing that does appear possible is 
that the familiar, deteriorated, confused 
schizophrenic of the mental hospitals would 
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never have reached that stage had he spent 
his hospital life on an open ward. The re- 
moval of all contact with the outer world 
might reasonably be postulated as the prin- 
cipal precipitant of his condition. If this 
should be the case, the problem presented 
by these patients would be a temporary one. 
A reliable wire-mesh fence surrounding the 
hospital precinct—sufficient merely to deflect 
aimless wanderers—and a porter at the gate 
would seem desirable, at all events in the 
early days of open wards. These conditions 
prevail at Warlingham Park Hospital, but 
not at Dingleton Hospital. In both all the 
wards are unlocked. At Netherne Hospital, 
where 5 closed wards have been retained, 
the hospital grounds are open to the sur- 
rounding countryside. 


SUMMARY 


Consideration is given to the problems 
raised by the unlocking of the chronic wards 
in mental hospitals. The deteriorated schizo- 
phrenic, who has spent many years in the 
hospital, provides most of the difficulties. 


Attempts to employ this type of patient in 
small groups of 10 to 18 have produced good 
results(7, 6) and afford adequate supervi- 
sion. The need for, and difficulties of, ob- 


jective assessment of the effects of ward 
opening * are emphasised. 
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In a previous experiment at the Boston 
Psychopathic Hospital it was shown that 
changes occurred in various parameters of 
the autonomic nervous system subsequent to 
the administration of Lysergic Acid Diethyl- 
amide in a dose of one gamma per kilo of 
body weight(1). Utilizing a polygraph as a 
means of recording the physiological varia- 
bles, differences in the patterns of physio- 
logical reactions of the autonomic nervous 
system were observed between days in which 
L.S.D. or a placebo were administered. 

The purpose of this study is to utilize this 
polygraphic procedure of data recording to 
investigate : 

1. The changes in the autonomic nervous 
system which occur over the course of the 
day subsequent to the administration of 
L.S.D. 

2. The relationship between the course of 
these physiological changes and the course of 
the behavioral and emotional changes. 


EXPERIMENTAL METHOD 


Apparatus: An eight channel Offner elec- 
troencephalograph converted to a polygraph, 
a recording instrument which allows for con- 
tinuous and simultaneous recordings, was 
used. The apparatus was in a room adjoin- 
ing the sound-proof, temperature-controlled 
room in which the subjects were placed dur- 
ing recording sessions. A one-way-vision 
mirror and an audio system allowed for 
complete observation during recordings. By 
means of wire leads attached to the subjects 
the following physiologic parameters were 
recorded: the EKG as a measure of heart 
rate, respiration, finger skin temperature, and 
the muscle tension recordings from the fron- 
talis muscles. In addition systolic and dias- 


tolic blood pressure and pupil diameter were - 


recorded. 
Subjects: The subjects were 6 male col- 


1 Address: Boston Psychopathic Hospital, 74 
Fenwood Road, Boston 15, Mass. 
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lege students, 24-28 years old and weighing 
150-180 pounds, paid volunteers. 

Procedure: For each subject there were 
2 observation days; one of these days the 
subject received one gamma of L.S.D. per 
kilogram of body weight and on the other 
a placebo was given. The schedule for each 
day consisted of a series of 5 fifteen-minute 
recording sessions. The first recording ses- 
sion took place immediately preceding the 
administration of the drug, with subsequent 
sessions starting 14, 24, 4}, and 7} hours 
after the L.S.D. was taken. 

During each recording period the subject 
was comfortably seated, by himself, in the 
observation room and was connected by wire 
leads to the polygraph. The subjects were 
requested to refrain from any excessive 
movements throughout the sessions. At the 
end of each session pupil diameter (under 
standard lighting conditions) and blood pres- 
sure were determined. 

In the interim between recording sessions 
the subjects were studied by another group 
of investigators who observed the social and 
psychological effects of L.S.D. Their obser- 
vations on the types and/or intensity of be- 
havioral changes manifested by the subjects, 
along with the subjective expression of vari- 
ous symptoms and their intensity, were re- 
corded over the course of the day. Control 
and experimental days were kept as similar 
as possible. 


ANALYSIS OF DATA 


A. Physiological Data.—For each subject 
the following measures, derived from the 
physiological recordings, were obtained for 
each session of both control and experimental 
days: 

1. Heart rate mean; 2. heart rate 
lability ; 3. respiration rate; 4. respira- 
tion rate variance; 5. inspiration/res- 
piration ratio; 6. I/R ratio variance ; 
7. finger skin temperature level; 8. 
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muscle tension level; 9. systolic blood 
pressure; 10. diastolic blood pressure; 
II. pulse pressure ; 12. pupil diameter. 

To adjust for day-to-day variations in the 
level of these physiological variables, to aid 
in eliminating individual variations, and to 
correct for the variations which normally 
occur in these variables during the course of 
the day, the following methods were em- 
ployed: 

1. All physiological data were dealt 
with in terms of the amount of devia- 
tion (expressed as a percent) from the 
first recording session of the day. This 
procedure aids in correcting for day-to- 
day variations in the level of physiologi- 
cal measures and individual variations in 
initial level. 

2. The deviation of each variable in 
each recording session from the first 
recording in the control days gives an 
estimate of day to day variations that 
normally occur. These variations which 
may contaminate the effects of L.S.D. 
are graphically presented side-by-side 
with the deviations noted in each vari- 
able on the L.S.D. days, so that the 
amount of deviation for the correspond- 
ing periods and variables could be com- 
pared. 

The combination of these two procedures 
allows us to note, over the course of the 
day, changes in the physiological variables 
due primarily to the L.S.D. effects. 

B. Psychological Data.—The rate of on- 
set, peaks, fluctuations and intensity of symp- 
toms of subjects administered small doses of 
L.S.D. were evaluated by clinical psychi- 
atric examinations and by observers who 
studied the subject throughout the experi- 
mental day. The symptoms, based on the 
subjects’ verbalized reports and overt actions, 
were grouped as somatic, mental, perceptual 
or social. However, since an increase in 
symptom intensity could occur that might 
not be verbalized or observed, a method 
previously devised(2) for recording the sub- 
ject’s viewpoint, his own evaluation of his 
L.S.D. reaction was used. The technique 
adopted consisted essentially of a simple 
histograph charted by the subject at the end 
of each experimental day. The extent of the 


deviation from normal was indicated by each 
subject along a vertical axis consisting of 4 
reference points: normal, mild, moderate, 
and severe. 

Instructions for filling out the symptom 
graph were general. The subject was asked 
to give his own evaluation of the symptom 
intensity he experienced for the full day 
beginning with the moment the drug was 
taken. The basis for the comparison of 
changes was I. the previous hour and situa- 
tion and/or 2. his subjectively felt “normal” 
state. The quality or characteristics of the 
changes with reference to specific symptoms 
is a uniquely subjective matter. For that 
reason the standards or criteria for symptoms 
was structured in the form of an open-ended 
question. A space was provided for com- 
ments by which the characteristics of the 
peaks, changes and duration of the drug 
effects could be specified and elaborated by 
each subject. 


RESULTS 


A. Physiological——For each physiological 
variable analyzed, 2 charts are given. The 
first chart shows the average ? variations that 
occurred over the course of the control day 
and the second chart shows the average vari- 
ations that occurred over the course of the 
L.S.D. day. 


1. Heart rate. 

a. Control day.—The mean heart rate 
tended to remain quite stable through- 
out the day with the rather small 
changes that did occur (+05% maxi- 
mum) showing a steady slow rise. 

b. L.S.D. day.—During the second 
recording session (the first one ofter 
the drug had been administered), there 
was a decided increase in the heart rate 
which averaged about 11% higher than 
the control period rate. This increase 
continued until the fourth recording ses- 
sion when the peak increase of 18% 
was noted. The last recording session 


2It is important to note that these are average 
values. Individuals differed somewhat in the degree 
of reactivity of the various autonomic systems. The 
relationships between these variations and person- 
ality structures will be the topic of a subsequent 


paper. 
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% change from resting level 


% change from resting level 


CONTROL DAYS 


30— DAYS 


20— 


Fic. 


saw the beginning of a return towards 
the original heart rate level since the 
increase dropped from 18 to 10%. 
Heart lability. 

a. Control day.—The lability of the 
heart was not greatly altered through 
the day. The maximum variation from 
the first recording session occurred in 
the fifth session when a 9% increase in 
lability occurred. The small variations 
during the other sessions presented no 
consistent pattern, 

b. L.S.D. day.—there was a gradual 
drop in the heart lability (1.2. it became 
more stable) until the fourth session 
when a sudden decrease of 28% was 
noted. During the last session the heart 
lability began to return to normal, as 
evidenced by the fact that the lability 
decrease was now only 14%. 


CONTROL DAYS 


20" 


HOURS AFTER DRUG ADMINISTRATION 
1.—Heart Rate. 


3. Systolic Blood Pressure 

a. Control day.—Very little change 

in systolic blood pressure was shown 

throughout the day, the changes never 
exceeding +2.8%. 

b. L.S.D. day.—The systolic blood 
pressure rose until the third period (24 
hrs. post drug administered) when an 
increase of 12% was noted. A return 
towards the baseline tended to occur in 
the subsequent recording sessions. 

4. Diastolic Blood Pressure 

a. Control day.—The largest change 
(an increase) in the diastolic blood 
pressure noted during the day was only 
about 1.5%. 

b. L.S.D. day.—The diastolic blood 
pressure rose until the third period (an 
increase of 10%). It then reiurned to 
the baseline by the next session and in 
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HOURS AFTER DRUG ADMINISTRATION 
Fic. 2.—Heart Rate Lability (D-score values). 
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HOURS AFTER DRUG ADMINISTRATION 


Fic. 3.—Systolic Blood Pressure. 


the last a decrease (—2%) in the blood 
pressure was exhibited. 


. Pulse Pressure 


a. Control day.—The pulse pressure 
dropped (—7%) in the first session 
and then tended to return towards the 
baseline mean during the next 2 ses- 
sions. The last session was featured by 
a drop in pulse pressure of 9%. In 
general the pulse pressure was below 


the control period mean throughout the 
control day. 

b. L.S.D. day.—The pulse pressure 
on the L.S.D. days showed an increase 


until the fourth session (+09%, 
+16%, +19%) and then a slight lower- 
ing in the last session towards the base- 
line (+18%). 


6. Muscle Tension 


Schange from resting level 


a. Control day.—A continued and 
progressive relaxation of the activity 


30 - CONTROL DAYS 


recorded from the frontalis muscles was 
exhibited on control days (—16%, 
—18%, —24%, —26%). 

b. L.S.D. day.—The muscle tension 
increased on L.S.D. days reaching the 
peak of tension in the third session 
(+33%) and then showing relaxation 
in the latter sessions (returning almost 
to the mean baseline value (+06%) in 
the last session). 


. Pupil Diameter 


a. Control day.—The size of pupils 
changed very little during the control 
days and the variations noted were of 
a constriction nature. 

b. L.S.D. day.—Pupil diameters, on 
L.S.D. days, were featured by a rapid 
and large (+53%) dilation. By the 
fourth session they began to return to 
their original size although they were 
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HOURS AFTER DRUG ADMINISTRATION 
Fic. 4.—Diastolic Blood Pressure. 
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Fic. 5.—Pulse Pressure. 
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Fic. 6.—Muscle Tension. 
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% change from resting level 


6 7 8 & S 
HOURS AFTER DRUG ADMINISTRATION 
Fic. 8.—Skin Temperature. 


% change from resting level 


still dilated (+24%) at the end of the 
experiment. 
8. Skin Temperature 

a. Control day.—The pattern of the 
skin temperature variations, small as 
they were, (+09% to —07%) showed 
a rise in the second session and then a 
continual, though moderate, lowering in 
the following sessions. 

b. L.S.D. days.—The skin tempera- 
ture in L.SD. days showed a trend to- 
wards decreasing, reaching the lowest 
level (—09%) in the last period. 

g. Respiration rate 

a. Control day.—There was a slowing 
down of the respiration rate (10%) 
from the first to the second session, then 
a speeding (4-5%) of the rate until the 
last session when a sharp slowing 
(13%) was observed. 

b. L.S.D. day.—The respiration rate 


30 CONTROL 


pattern became more consistent, with 
the rate speeding up (8%) in the first 
post-drug session and then slowing con- 
tinually until, during the last session, it 
was slower (3%) than the pre-drug rate 
for L.S.D. days. 


10. Variance of Rate of Respiration 


a. Control day.—There was little 
change in the variance of the respira- 
tion rate until the last session when a 
large increase (+97%) in the variabil- 
ity occurs. 

b. L.S.D. days.—In the first post- 
drug session the variability was doubled 
(+197%), followed, in the succeeding 
sessions by a progressive return towards 
the control session variability level 
( + 168%, + 125%, +35%). 


11. Inspiration/Respiration Ratio 


a. Control day—The I/R ratio 
showed a slight decrease in the second 
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Fic. 9.—Respiration Length. 
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HOURS AFTER DRUG ADMINISTRATION 
Fic. 10.—Variance of Respiration Length. 


and third sessions (—3 to 5%) and 
then returned to the baseline for the re- 
mainder of the experimental sessions. 

b. L.S.D. days—The I/R ratio 
showed a gradual and continued increase 
from the first session throughout the 
day, reaching a maximum in last session 
(+16%). 

12. Variance of I/R ratio 

a. Control day.—The variability of 
the I/R ratio was decreased during the 
second and third sessions of the control 
day (—48%) and then increased to- 
wards the initial level in the following 
sessions (—21%, —7%). 

b. L.S.D. days.—The variability of 
the I/R ratio was doubled in the first 
post-drug session and almost trebled in 
the second. After reaching this peak of 
variability, the I/R ratio variance re- 


CONTROL DAYS 


turned towards the baseline in the next 
2 sessions. 


B. Psychological—For a comprehensive 
description of clinical symptomology, over 
the course of the day subsequent to L.S.D. 
administration we refer the readers to S. 
Salvatore’s article, “Progression of Effects 
of L.S.D.”(3). For purposes of the present 
study it should be noted that the subjects 
reacted in an individual manner in terms of 
type, quality, and intensity of symptom for- 
mation. Overall, however, they showed a 
similar pattern of reaction such that: 1. 
symptoms (usually of a somatic nature) be- 
gan to appear within the first hour after 
L.S.D. and were felt as mild or moderate in 
intensity ; 2. during the next hour an increase 
in the number of clinical symptoms occurred, 
with an intensification of feeling of deviation 
from normality and some change in symptom 
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HOURS AFTER DRUG ADMINISTRATION 
Fic. 11.—Inspiration/Respiration Ratio. 
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HOURS AFTER DRUG ADMINISTRATION 
Fic. 12.—Inspiration/Respiration Ratio Variance. 


quality—-from somatic to predominantly ide- 
ational and perceptual distortions ; 3. the peak 
deviation from normality was felt from the 
second to the fourth hour, with feelings of 
unreality and confusion being most preva- 
lent ; 4. these symptoms subsequently began 
to lose their strength, gradually diminishing 
in frequency and intensity until the end of 
the experimental day (8-9 hours after L.S.D. 
was administered ). 


CORRELATION OF CLINICAL AND PHYSIOLOGI- 
CAL EVENTS 


The incidence and intensity of behavioral 
deviation as evidenced by the observer’s re- 
ports and by the subjectively perceived symp- 
toms coincided through the day, in general, 
with the incidence and intensity of physio- 
logical deviation. Both indices began to show 
changes within the first half hour, reached 
a peak of deviation between the third and 
fourth hours, and returned to the pre-drug 
level by the eighth hour. It is significant that 
these changes occur concomitantly, thus em- 
phasizing the Cannon principle of simul- 
taneity of emotional expressions and physio- 
logical functioning. 


DISCUSSION 


The reactions exhibited in our measures 
of the autonomic nervous system can be ex- 
plained by a general sympathetic excitation 
that reached a peak between the third and 
fourth hours after the administration of 
L.S.D.: subsequently there was a gradual 
decline in sympathetic excitation by the 


eighth hour, returned to the pre-drug level of 
activity. Three exceptions to this were noted 
in that the pulse pressure, the skin tempera- 
ture and the I/R ratio reached their peak of 
deviation during the last recording session 
(the eighth hour after L.S.D.) and showed 
little tendency to return to the initial level. 

The latter phenomena may probably be 
ascribed to the fact that autonomic nervous 
system measures are more sensitive as well 
as more objective than psychological indices. 
Thus after psychological effects and most of 
the physiologic reactions of the drug have 
subsided, residual changes not detectable by 
other means, may be demonstrated. 

In psychotic subjects in whom sympathetic 
tone and high physiologic reactivity pre- 
dominated (associated with increased anxiety 
states) it has been demonstrated that follow- 
ing lobotomy there is a decrease in sympa- 
thetic tone (drop in heart rate, more reactive 
heart, decrease in I/R variability, etc.)— 
which is associated with decreased anxiety, 
improved social adjustment, and improved 
intellectual functioning. 

Essentially, this is what occurs with L.S.D. 
Subsequent to the administration of the drug, 
severe personality disturbances are produced 
with a concomitant increase in sympathetic 
tension: as these disturbances were reduced 
the sympathetic-tone decreased and tended 
to return towards the pre-drug “normal” 
level. 

The question may be asked, “Is an increase 
in sympathetic tension a necessary physio- 
logical concomitant of psychosis?” Our 
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studies would indicate that this may be the 
case. 


SUMMARY 


The physiological and psychological 
changes throughout the day subsequent to 
the administration of Lysergic Acid Diethyl- 
amide were recorded and analyses made of 
their interrelations. The Harvard Poly- 
graph was used to simultaneously and con- 
tinuously record heart rate, respiration, skin 
temperature, blood pressure, and muscle ten- 
sion. Recordings were made under resting 
conditions immediately before and 14, 23, 
44, and 7} hours subsequent to L.S.D. ad- 
ministration. 

Physiologically, a general sympathetic ex- 
citation resulted, which reached a peak of 
tension in 3 to 4 hours and then gradually re- 
turned to the pre-L.S.D. level by the eighth 
hour. Heart rate increased and became more 
stable, systolic and diastolic blood pressures 
were elevated, pulse pressure rose, muscle 
tension mounted, skin temperature tended to 
drop, breathing became faster and more 


variable, the inspiration/respiration ratio de- 
creased and became more variable, and pupil- 
lary dilation occurred. No such drastic 
changes were noted in the control (placebo) 
days. 

Changes occurred psychologically that 
paralleled the physiological changes. Devia- 
tion from “normality” both behaviorally and 
subjectively was most pronounced, in number 
of symptoms expressed and intensity of ex- 
pression, about 3 to 4 hours after L.S.D. ad- 
ministration and gradually diminished until 
the eighth hour. 

Some of the implications of this study are 
mentioned and the similarity between the 
sequences of events post-L.S.D. with the 
changes pre-post lobotomy are discussed. 
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THERAPEUTIC AND TOXIC EFFECTS OF CHLORPROMAZINE 
AMONG 3,014 HOSPITALIZED CASES 


REUBEN M. CARES, M.D., EDWARD ASRICAN, M.D., MAURICE FENICHEL, M.D., 
PAUL SACK, M.D., anp JEAN SEVERINO, B. A.1 


Therapeutic response, side-effects and tox- 
icity among 3,014 patients on chlorproma- 
zine were stucied during an 18 month period 
in a mental hospital with an average census 
of 9,200. The findings bear on the relation 
of moderate dosage to a low incidence of 
jaundice and clinical side-effects. Serial 
laboratory examinations may have been in- 
strumental, through clinical awareness, in 
minimizing the severity of hepatic and/or 
leukocytic derangements. The large numbers 
of cases and laboratory tests lend themselves 
to an adequate statistical evaluation. 

A few months after Winkelman’s publi- 
cation(1) in May 1954, on the first use of 
chlorpromazine in this country, we con- 
ducted a pilot study on 90 patients to deter- 
mine optimum dosages and types of compli- 
cations of this tranquilizing agent. With 
negligible ill effects established in this group, 
a hospital-wide study project was initiated 
January I, 1955, and terminated June 30, 
1956. The 23 physicians among 13 buildings 
of the hospital complex used dosages that 
were generally conservative throughout the 
18 month period. During the first 6 months 
there was some restriction in the admission 
to treatment of categories of mental disease. 
Thereafter, the medical staff exercised free 
choice among all classified psychotics. 

In addition to the clinical side-effects, the 
familiar complications of jaundice, leuko- 
penia and agranulocytosis were well publi- 
cized and even over-emphasized to the staff. 
Winkelman had reported 5 cases of jaundice 
in 1,942 patients ; in one state hospital, jaun- 
dice had occurred in 18 of 1,300 patients(2). 
The biochemical changes and histopathology 
of the liver in jaundice from chlorpromazine 
had been adequately described(3). It was 
known that 2 fatalities from liver toxicity 
had allegedly followed this new therapy(4). 

This sobering intelligence ensured con- 
tinued alertness of the staff to possible 


1 Kings Park State Hospital, Kings Park, New 
York. 
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hazards of chlorpromazine treatment even 
though some authors(5) felt strongly that 
the seriousness of side-effects and toxic 
complications were overrated. Throughout 
the program our physicians maintained cau- 
tious administration of the drug. Since a 
more objective evaluation of toxic complica- 
tions was possible by laboratory studies, well 
over two-thirds of all cases had periodic 
liver function tests and hemograms per- 
formed. 


MATERIAL AND METHODS 


Case Selection and Laboratory Checks.— 
An extended range and number of acute 
and chronic mental diseases composed the 
institutional population. Among most of the 
chronic cases placed on chlorpromazine, 
there had been poor or short-lived response 
to single or combined courses of elec- 
troshock, insulin coma, sedation and lo- 
botomy. Between January 1955 and June 
1956, 3,014 patients were admitted to chlor- 
promazine therapy.? All age groups and both 
sexes were sampled—from boys and girls, 
aged 6 to 16—to senile patients as old as 81. 
The management of treatment crystallized 
into 3 distinct phases of 6 months each 
(Table 1). 

Phase 1 was concerned with indoctrinat- 
ing the staff in the pharmacology of chlor- 


TABLE 1 


Cases ADMITTED TO TREATMENT 


Jaundice 


Males Females Total 

1. Jan.-June, 1955 .. 323 413 736 

2. July-Dec., 1955 .. 478 585 1,063 

3. Jan.-June, 1956 .. 583 632 1,215 
( Determinate 

group) 


Phase 


1,384 1,630 3,014 13 


2 Not included were 22 patients on combined 
chlorpromazine and reserpine therapy, none of whom 
showed complications. 
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promazine and searching for the most com- 
mon toxic complications. Laboratory tests 
were done on nearly 200 patients in this 
group, chiefly when any clinical side-effects 
were noted. A battery of liver function tests 
and complete blood counts at weekly inter- 
vals were carried out on the 3 jaundiced pa- 
tients and on all others on whom abnormal 
values of serum bilirubin or white blood cell 
counts were found. 

Phase 2: There were 1,063 new cases in 
this second half-year period on whom thera- 
peutic response, side-effects and toxic com- 
plications were documented. One-quarter of 
the 1,063 cases had pretreatment blood 
counts and serum bilirubin determinations. 
All cases, sometime during the first months 
of treatment, had these tests done on one or 
more occasions. Serum alkaline phosphatase 
determinations (Bodansky), cephalin floc- 
culation and thymol turbidity tests were per- 
formed if an elevated bilirubin was dis- 
covered. 

Phase 3: In this Determinate Group, each 
of the 1,215 new patients was subjected to 
a systematized procedure of clinical and 
Dosage, side-ef- 


pathological observation. 
fects, therapeutic response and disposition of 
the patient were recorded. All patients were 
on the following laboratory regimen: (a) In 
the week before treatment, a complete blood 
count, total serum bilirubin and serum alka- 


line phosphatase. (b) These 3 tests were 
repeated between the 14th to 21st day of 
treatment and thereafter at 3 to 4 week in- 
tervals. Patients with abnormal values had 
these tests repeated weekly or oftener. 
Dosage and Duration of Treatment.—The 
dosage, on the first day, was 25-50 mgm. of 
chlorpromazine intramuscularly; then 75 
mgm. IM. plus 100-200 mgm. orally from 
the 2nd to 7th day for two-thirds of the 
3,014 cases; the other third received 300- 
400 mgm. orally, from the beginning. As 
the physicians gained experience and les- 
sened their apprehension of immediately 
unfavorable reactions, the intramuscular 
route was largely abandoned in the last 6 
months, especially for senile patients who 
commonly required bed rest after this route. 
We found no clear-cut clinical picture of 
skin hypersensitivity following the first dose. 
The real merit of these putative doses was 


in the detection of transient hypotension 
necessitating temporary bed rest, chiefly dur- 
ing the first week of medication. 

About 90% of all patients received aver- 
age dosages between 300-400 mgm. daily 
from the 2nd week to the 2nd or 3rd month ; 
most of the remainder got smaller amounts. 
As soon as the mental condition showed im- 
provement, the dosage was gradually reduced 
to a maintenance level of 200 mgm. daily. 
This was continued until eligibility for dis- 
charge. During the first 6 months (Phase 
1), 26 cases were treated with 500 to 1,000 
mgm. daily but showed no appreciable thera- 
peutic advantage. We saw no need for the 
large doses given by Kinross-Wright (5b). 
In his 251 cases, the daily dose averaged 
1,400 mgms. with a maximum of 3,400 
mgms. 

Our courses ranged from 3 to 18 months 
except that 77 patients have, at this writing, 
received chlorpromazine several months be- 
yond the 18 month period without complica- 
tions. 

Program Deficiencies——Therapeutic re- 
sponse, side-effects and toxic complications 
among the 3,014 cases were admittedly 
studied in breadth without great depth. 
Serial laboratory checks were done at 2 to 
4 weeks intervals which may not be frequent 
enough. The large number of cases and 
data so recorded may offset some statistical 
deficiencies that might have been avoided 
in more frequent observations. Pooling of 
the experiences of 23 physicians had the 
merit of integrating a wide range of atti- 
tudes to the effectiveness of chlorpromazine 
therapy. 

Minor hepatic or leukopenic complications 
may have been overlooked in the early 
months of the project. Serious sequelae were 
not likely to be missed during daily ward 
rounds since continued medication would 
expectedly aggravate the ill effects. During 
Phase 1, serum bilirubin elevations between 
1 and 2 mgms. occasioned temporary suspen- 
sions of medication that were not always 
recorded. As experience with these slight 
bilirubin elevations showed only a small 
likelihood of a further rise on continued 
medication, the interruptions were elimi- 
nated. 

Even with occasional deviations from the 
prescribed schedule, over 21,000 laboratory 
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Oct. 


determinations were performed during 1955, 
(Phases 1 and 2), on 1,799 new cases—an 
average of over II tests per case. The par- 
ticular tests were selected chiefly for in- 
terpretative consistency, technical simplicity, 
a minimum of venepunctures and suitability 
with small blood samples. 


CLINICAL ASPECTS 


Therapeutic Action.—Response to treat- 
ment during the 18 month period was ade- 
quately charted, in spite of intramural trans- 
fers, on 8 of the 13 psychiatric services in 
the program. The results among 1,534 cases 
treated from 3 to over 18 months are sum- 
marized in Table 2. 

There are no universally accepted parame- 
ters for recording shades of improvement 
in mental disease. For this reason, only two 
states of therapeutic response are listed in 
Table 2. The first, “Fair,” includes any 
noticeable change, for the better, in any of 
the mental symptoms in the field of behavior. 
The second, “Good,” includes the first stage 
of behavioral improvement plus a decrease 
or removal of delusional or hallucinatory 
features characteristic of the mental diag- 
nosis. Among the 8 services of Table 2, 


therapeutic appraisal by the optimists and 
skeptics balanced out to merge with the 
judgments of those with more neutral ap- 
proach. 

The influence of chronicity of disease on 
the effectiveness of chlorpromazine was not 
generally calculated although one of us, 
(E.A.), in 247 highly disturbed chronic 
cases, found the average duration of illness 
was 10 years and 2 months. It was seen 
early that the drug follows the therapeutic 
cliché that the degree of improvement is 
inversely proportional to the duration of the 
disease. 

The percentage of any degree of improve- 
ment by chlorpromazine is outlined in Table 
2. This is slightly higher than in other re- 
ports, particularly that of Goldman on 506 
cases(6)—first, because we recorded the 
mildest symptomatic changes and secondly, 
we usually treated for longer periods. One 
minor exception to prior reports is that we 
did not note frequent early disappearance of 
hallucinations. These largely persisted for 
some months although they were less ap- 
parent in the general suppression of unto- 
ward psychomotor activity. There were no 
actual “cures” in the absence of suitably 


TABLE 2 


THERAPEUTIC RESPONSE, 1,534 CASES 
(Services of Drs. Asrican, Bereslavsky, Catalano, Fassman, Fenichel, Jarosz, Mateciunas, vonTauber) 


Mental diagnoses 
Manic-depressive 
Psychosis due to alcoholism 
Dementia praecox: 
Catatonic 
Hebephrenic 
Simple 
Miscellaneous 
Psychosis c mental deficiency 
Agitated states * convulsive disorder ... 
Involutional psychosis ° 


Released 

(among 
Percent 597 
improved only) 


Fair® No change 


547 


73 
(of 597) 


® Good indicates both behavioral and ideational improvement with 10-20% suitability for discharge on convalescent 


care. 
4 ant indicates any degree of sustained improvement in behavior with little or no change in psychosis—not eligible 
or discharge. 

© Includes chronic brain syndromes such as cerebral arteriosclerosis, Huntington’s Chorea, postencephalitic syndromes, 
traumatic psychoses, general paresis and a ares or psychopathic personalities. 

4 Convulsive symptoms not markedly affected—anticonvulsant agent continued with chlorpromazine. 

© Includes melancholia and paranoid states. A 

f One-third of these worse in contrast to other psychoses with no adverse effect by the drug. 
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long follow-up periods. On 3 chronic serv- 
ices, 73 of 597 cases, (12%), were dis- 
charged on convalescent status. On the 
other 5 services, discharge rates ranged 
from 5% to 15% depending on the diagnos- 
tic composition of case material. 

The prominent effect of chlorpromazine, 
particularly on patients hitherto not amena- 
ble to other forms of mental therapy, was on 
behavioral symptoms. Response was usually 
apparent within the first month, but often 
required over 3 months of medication. 
Amelioration of the underlying psychosis 
was gradual and less constant, requiring at 
least 2 and commonly up to 6 months of 
continuous treatment to modify or eliminate 
delusional or persecutory ideas. 

Chlorpromazine was found to be of mini- 
mal or uncertain effect in purely depressive 
states—involutional melancholia, catatonic 
stupor, severe social withdrawal, and the 
like. In a large minority of such psychoses 
there was an aggravation of symptoms, as 
also noted by Hoch and coworkers(7) in 
their 2-year study of 300 mental cases. The 
most satisfying responses were in agitated 
phases of dementia praecox, manic-depres- 
sive (manic), and alcoholic psychoses. In 
excited patients with mental deficiency or 
convulsive disorders, chlorpromazine was 
primarily a tranquilizer, only partly altering 
the fundamental disorder. This also ap- 
plied to most of the organic psychoses listed 
under Miscellaneous in Table 2. On one 
continued-treatment service, 14 female epi- 
leptics on anticonvulsant medication had suf- 
fered a total of 64 seizures in the 6 months 
before chlorpromazine. During the first 6 
months on the drug, there were only 36 
seizures in the group. This reduction may 
be related to diminished susceptibility to en- 
vironmental stimuli. 

The concensus was that at least 3 months 
of sustained treatment was needed to judge 
the efficacy of chlorpromazine. The tech- 
nique tried elsewhere of repeated I to 2 
month courses of dosage was abandoned 
early because of common relapses within a 
few weeks after discontinuing the drug. 
Winkelman has rightly stated(8) that chlor- 
promazine medication is as sensitive and 
skilled a procedure as the use of insulin for 
the diabetic or digitalis for the cardiac. 


Clinical Side-Effects—Table 3 summa- 
rizes the pronounced side-effects among the 
1,534 patients. Undesirable effects have been 
publicized but their frequency and weight 
vary with the observer and diagnostic cate- 
gories. Among our hospitalized patients, 
subjective complaints during treatment were 
far less prominent than in office practice 
dealing with a large component of psycho- 
neuroses and anxiety states. The latest 
study of side-effects has been by Cohen(g) 
on 1,400 inpatients. He divided complica- 
tions into major and minor groups with the 
former, as we found, far less frequent. We 
do not consider, as he did, the commonly 
occurring somnolence to be a complication, 
but rather a part of the tranquilizing action. 
Table 3 excludes those undesirable effects 
which were ephemeral, or which caused no 
real distress. If one eliminates single epi- 
sodes, lasting a few minutes or hours dur- 
ing months of treatment, the forms and fre- 
quency of side-effects are not impressive. 
We encountered no permanent sequelae in 
any case, even in well over 18 months of 
medication among 77 patients. Complica- 
tions were of greater moment for the appre- 
hensive physician than for the patients 
themselves. 

Excluding jaundice and severe neutro- 
penia, the side-effects in therapy of chlor- 
promazine should be regarded in the same 
tolerant light as those accompanying anti- 
histaminic or atropine therapy. Aside from 
jaundice, these disturbances disappeared in 
a few days to a week, even if medication 
was not stopped. It is possible that our low 
incidence is related to the consistently mod- 


TABLE 3 
SIDE-EFFECTS IN 1,534 PATIENTS OF TABLE 2 
No. % 
Tremors and/or parkinsonism ....... 25 1.7 
ees 34 2.2 
Facial or gallo? cis... 2 
Other (dry mouth, nasal congestion, 
swelling of breasts, nausea) ...... 16 1.0 
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erate doses employed, since such side-effects 
as apathy, blurring of vision, Parkinsonism 
or swelling of the female breasts have been 
associated with high dosages(g). 

Only 6 of the 25 patients with tremors 
showed true Parkinsonism with typical 
facies, pill-rolling and changes in gait or 
speech. The multiform rashes occurring in 
the first 2 weeks do not include the occa- 
sional photosensitive reactions. Photosensi- 
tivity became increasingly rare as prophylac- 
tic measures were emphasized. Jaundice was 
present in 9 of 1,534 clinically documented 
cases as compared with 13 among the entire 
series of 3,014 patients. Fever, usually asso- 
ciated with tachycardia, occurred chiefly in 
the first few days of treatment and was usu- 
ally below 101° by rectum. Convulsions oc- 
curring once or several times were noted 
in 17 patients although most reports do not 
include this side-effect. 

A few physicians, more concerned with 
mental improvement, maintained treatment 
in the presence of many of the listed side- 
effects. It was a common experience that, 
excluding rash, jaundice, or a pronounced 
leukopenia, the other ill effects would almost 
always disappear in a few weeks while on 
medication either in the usual or reduced 
amounts. 


LABORATORY ASPECTS 


Blood counts were made in over half of 
all the cases in the week before beginning 
treatment. A like number of bilirubin con- 
trols was used to exclude preexisting liver 
diseases. The rationale of selection in the 
Determinate Phase 3 of only two liver func- 
tion tests, the total serum bilirubin and the 
rapid serum alkaline phosphatase technique 
recently devised by Goldenberg(10), is pre- 
sented elsewhere by Cares and Newman 
(11). The Goldenberg method for alkaline 
phosphatase requires only 0.1 ml. of serum; 
it is not affected by hemolysis and its few 
steps are completed in a half-hour. Its ac- 
curacy equals or exceeds currently used 
procedures. 

Other hepatic function tests—cephalin 
flocculation, thymol turbidity, cholesterol- 
esters, etc., which were frequently performed 
in Phases 1 and 2, were found too equivocal 


as has been previously noted(12). The 
bromsulphthalein test could not be used 
where toxic jaundice was a potential danger. 

Doses and Liver Function in Jaundice.— 
There were 13 cases of toxic jaundice among 
the 3,014 patients on chlorpromazine therapy. 
The incidence of jaundice is lower than in 
the range from 1-3% usually encountered. 
Our figure of 0.43% is comparable to 0.62% 
of Cohen and Archer in 800 cases(13) and 
0.2% of Goldman with 506 treated(6). In- 
creased clinical alertness among our staff 
stemming from periodic laboratory checks, 
may have played a part in shortening or 
aborting the course of jaundice or other seri- 
ous complications. 

Table 4 summarizes the data of the 13 
cases of jaundice during the 18 month pro- 
gram. (In the same period, 9 cases of ob- 
structive jaundice from other causes were 
present in the hospital.) No jaundice was 
noted before the critical 2nd or 3rd week as 
has been evident in other studies(14, 4b). 
Case 8, with a mild jaundice for a few 
weeks, was discovered by serial bilirubin 
tests after 66 days of treatment. This late 
onset is not noted in other published reports. 

Factors of age, sex and race were not sig- 
nificant among the 13 icteric cases. The dos- 
age conformed to the average range except 
that Case 2 received only 1,300 mgm. in 26 
days but had an elevated bilirubin for 350 
days. In this patient, the drug had been con- 
tinued through oversight for 8 days after 
the onset of jaundice. In contrast, Case 8 
received over 26,000 mgm. before develop- 
ing mild jaundice of short duration. The 
same case, on a second course of half the 
previous dosage, started 6 days after jaun- 
dice abated, showed normal liver function 
tests in the subsequent 2 months. 

Toxic signs and symptoms associated with 
jaundice are outlined in Table 5. The sub- 
jective symptoms, as in most psychotics, 
were difficult to grade. They largely disap- 
peared in a few days to a week after stopping 
medication. 

Among the 1,215 cases in Determinate 
Phase 3, that had received serial liver func- 
tion tests, there were 14 additional patients 
with mild elevation of serum bilirubin on 
treatment; 5 had values between 2 and 4 
mgms/% and 9 cases between 1.25 and 2. 
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TABLE 5 


Symproms AMONG 13 JAUNDICED CASES 


In week before 
jaundice 


During 
jaundice 


Anorexia 
Nausea 
Vomiting 
Abdominal pain 
Weakness 
Diarrhea 
Fever 
Malaise 
Itching 
Rash 
Weight loss 
Tremors 


In the face of continued treatment, these 
values commonly fell below I mgm. in a 
few days or weeks, except in one case where 
the bilirubin stayed above 2 mgms. for 62 
days; another with 2.5 mgm. found in the 
second week of therapy, dropped below 1 
mgm, two days later. Among the pre-treat- 
ment controls there were 18 patients with 
bilirubin values between 1 and 1.5 who 


showed no rise during treatment. 

A. statistical evaluation of the collected 
serum bilirubin readings during Phase 3 
among 1,215 patients, including 7 jaundiced 
cases, has been made by Cares and New- 
man(11). They found that the mean serum 
bilirubin values showed no significant differ- 


ence from the control values. Viewed as a 
whole, the treated group experienced negli- 
gible rises of serum bilirubin during the first 
weeks and months. 

Correlations of Jaundice Onset and 
Duration: The onset is calculated in Table 4 
from the first day of treatment. Case 1, 
icteric on the 11th day, remained so for 65 
days. Case 2, with no jaundice until the 24th 
day, was icteric for almost a year. In case 
8, with the latest onset, 66 days, jaundice 
lasted only 18 days. No consistent relation- 
ship could be found. 

(b) Total Dosage and Duration: Case 2, 
with the lowest total dose, had jaundice for 
350 days while in Case 8, receiving the great- 
est dose, icterus lasted 18 days. Case 7 re- 
received 4,250 mgms. and jaundice persisted 
for 120 days. No relation existed between 
the total dosage and the period of jaundice. 

(c) Intensity of Jaundice and Duration: 


Cases 2 and 7, with high bilirubin values, 
remained icteric considerably longer than 
Cases 4, 10 and 12 with medium or low 
values. This conforms with the course of 
icterus in non-chlorpromazine conditions. 

(d) Bilirubin and phosphatase tests: All 
cases with jaundice showed elevated alkaline 
phosphatase roughly paralleling the rise of 
bilirubin. This is amplified below. 

The jaundice caused by chlorpromazine is 
a highly individual feature of acceptably low 
incidence without desirable stigmata of pre- 
dilection. Its mechanism is that of an intra- 
hepatic biliary obstruction (3c), reversible 
in nature. We agree with other workers(9, 
15) that the jaundice is an expression of an 
unpredictable drug idiosyncrasy, comparable 
to the occasional reaction seen in the use of 
thiouracil, methyltestosterone and certain 
arsenicals. 

Serum Alkaline Phosphatase.—It was evi- 
dent quite early in the 18-month program 
that one effect of chlorpromazine was a fre- 
quent elevation of the serum alkaline phos- 
phatase. This was intercurrently confirmed 
in late 1955 by Stacey and associates(14) 
who were impressed by hyperphosphatasemia 
occurring at or before the rise in bilirubin. 
In 7 of their 70 patients subjected to serial 
liver function tests, a rise in serum alkaline 
phosphatase was manifested between the 
gth and 19th day of treatment. In contrast, 
a recent study of hepatic pathology in 4 
cases of jaundice, showed normal alkaline 
phosphatase levels with high total bilirubin 
values(3c). Contrary to Goldenberg’s(16) 
recommendations, we purposely did not stop 
treatment when phosphatase readings were 
high, provided the serum bilirubin stayed 
normal. This was done to ascertain the fre- 
quency of icterus associated with phos- 
phatase rises, as seen in Table 6. 

The normal values in this table for serum 
alkaline phosphatase are from those given 
by Goldenberg(16). However, normal 
values in our laboratory with this same pro- 
cedure, ranged between 0.8 and 6.4 units 
with a mean of 3.1 on 469 pretreatment de- 
terminations. None of this screened group 
had any manifest liver or bone pathology. 

The normal upper limit of serum alkaline 
phosphatase varies with the method and the 
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TABLE 6 


SERUM ALKALINE PHOSPHATASE, GOLDENBERG UNnits/100 ML. DETERMINATE PHASE 3 


Group 
A—Controls (pre-treatment) ...... 
B—Treated 


Totals 


Elevated values * 
A... 


Low-range 


Medium range High range 


3-9°5.5 % 5.5-8 % Over 8 % 


61 13.0 14 3.1 I & 
14.7 7-3 58 48 
13 


72 


* Maximum reading in 2 to 8 determinations, each case. Normal range .9 to 3.9 units. On treatment, values to 5 
are common, Above 5.5 units, treatment not recommended by Goldenberg. 


particular laboratory. The Goldenberg pro- 
cedure yields values corresponding to the 
Bodansky method. Bodansky phosphatase 
values of less than 7 units are considered to 
be of little clinical significance in the absence 
of other relevant findings. Table 6 indicates 
that the serum alkaline phosphatase may rise 
in some cases on chlorpromazine treatment. 

In serial liver function tests, 7 of 70 cases 
treated by Stacey’s group(14) had elevated 
serum alkaline phosphatase considered un- 
related to a rise in serum bilirubin. In a 
statistical computation on our 1,215 cases, 
Cares and Newman(11) found a positive 
correlation of 0.51 (as opposed to +.2 or .3 
attributable to pure chance). This figure is 
too low to be of clinical value. Among the 
72 cases listed in Table 6, with over 8 phos- 
phatase units, 13 had jaundice, a frequency 
of less than 1 in 5. 

The significance of elevated alkaline phos- 
phatase as an indicator of impending jaun- 
dice from chlorpromazine is not pronounced. 
In Table 6, there is doubling of the fre- 
quency in the middle range, 5.5-8 units, over 
the control group. The rise usually occurred 
in the first 3 weeks on treatment. We had 
2 cases with serum bilirubin values below 
I mgm. that had over 20 phosphatase units 
repeatedly during several months on treat- 
ment. Normal phosphatase readings (below 
3.9) with a rise up to 3 mgms./% of biliru- 
bin were encountered in 8 of the 14 subicteric 
cases discussed above. The weak relation 
existing between serum bilirubin and alka- 
line phosphatase, in our large series of tests, 
was of no help in predicting toxic jaundice. 


8 Checked in Goldenberg’s laboratory, our sera 
showed an average reading .2 unit lower than our 
own findings of alkaline phosphatase, a reasonable 
deviation between laboratories. 


Leukopenia and Altered Hemograms.— 
Leukopenia and agranulocytosis have been 
reported in chlorpromazine therapy but 
quantitative changes are often not mentioned. 
Denber and Bird noted 2 cases, simply la- 
beled as leukopenia, among 1,300 treated. 
Two recently reported deaths from agranu- 
locytosis following 2 months of chlorpro- 
mazine administration(17), point up the 
need for repeated blood cell counts, cer- 
tainly during the first 3 or 4 months. Dur- 
ing Phase 2, no case with less than 4,000 
leukocytes was present among 1,063 cases 
started on treatment. In Phase 3, 2 to 8 
complete blood counts were done on the 1,215 
patients and 2 cases of severe neutropenia 
and agranulopenia were found. Secondary 
anemia, stemming from the use of the drug 
did not occur in any of the 3,014 cases. 

Our laboratory files were reviewed for 
the incidence of leukopenia and neutropenia 
on a control group in Phase 3. All definite 
blood dyscrasias or evident systemic dis- 
orders inducing depressed leukocyte values 
were excluded from this group, which con- 
sisted of 757 recent hospital admissions and 
490 patients in the week before starting 
chlorpromazine, 1,247 in all. The compara- 
tive figures comprise Table 7. 

Among the 1,247 controls, 11.5% had 
counts between 4,000 and 5,000 leuko- 
cytes/cu.mm. compared with 22.6% among 
the treated cases. Between 3,000 and 4,000 
w.b.c., the percentage is respectively 1.4 and 
2.5. The incidence of leukopenia present in 
the control] group has been consistent in 
our hospital for the past 5 years, since 35% 
of admissions are over 60 years of age, in 
whom mild anemia and leukopenia are not 
infrequent. Among the 490 cases who had 
pretreatment blood counts, a good proportion 
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LEUKOPENIA AND 


Total 4M-5M Neutro- 
Group cases w.b.c. % phils-% 
Control ... 1,247 143 11.5 38-84 
Treated ... 1,215 275 22.6 34-82 


TABLE 7 


NEUTROPENIA, DETERMINATE PHASE 3 


(Minimum Values in Serial Counts, cu. mm.) 


3M-4M Neutro- 2M-3M Neutro- 
w.b.c. % phils-% w.b.c. phils-% } 
17 1.4 42-74 2 38-44 a 
30 2.5 28-68 4 22-46 2* 


* One case had 1,650 w.b.c. with 4% neutrophils; the second case, 1,800 w.b.c. with 12% neutrophils. 


had been hospitalized 6 or more months. 
Many of these reflected the mild malnutri- 
tion often seen in mental patients. 

In Table 7, the incidence of leukopenia is 
roughly doubled during chlorpromazine 
treatment. Leukopenia, from 2,000 to 3,000 
white blood cells per cu. mm., occurred dur- 
ing therapy in 4 patients. Counts below 
2,000 cells, with marked neutropenia, de- 
veloped in 2 of 1,215 treated cases. In the 
18-months’ study, one additional case of leu- 
kopenia with less than 2,000 cells was inci- 
dental to jaundice (Case 2—Table 4). Thus, 
pronounced leukopenia was seen in only 3 
of 3,014 treated. The leukocyte count re- 
turned to normal within a month after stop- 
ping medication, following simple suppor- 
tive therapy. 

No instance of drug-induced leukocytic 
depression appeared after the third month. 
Serial leukocyte counts were considered es- 
sential in these first 3 or 4 months since the 
onset of leukopenia was insidious. Eosino- 
philia up to 6% was present in less than 25 
cases and was commonly associated with skin 
rashes. 


CONCLUSIONS 


1. There were 3,014 cases admitted to 
treatment with chlorpromazine in doses of 
200 to 400 mgm. daily during an 18-month 
period beginning January, 1955. 

2. Response to treatment was best in agi- 
tated states of most mental disease cate- 
gories. It was poorest in akinetic states with 
a good proportion showing a deepening of 
their depression. Side-effects were infre- 
quent and not serious, appearing in the first 
2 weeks and often subsiding on continued 
therapy. There were no permanent sequelae 
even after more than 18 months of medica- 
tion. 

3. Jaundice occurred in 13 patients, an in- 
cidence of .43%. No relation was found 


between the jaundice and amount or dura- 
tion of dosage. 

4. Leukopenia below 2,000 white blood 
cells cu. mm, was found in 3 patients (.11%) 
all of whom recovered on withdrawal of 
treatment. 

5. Serial tests for total serum bilirubin, 
serum alkaline phosphatase plus complete 
blood cell counts were done on 1,215 cases. 
These periodic checks may have helped in 
maintaining a low incidence of toxic com- 
plications by sustaining clinical alertness. 

6. During chlorpromazine therapy, the 
serum alkaline phosphatase rose more fre- 
quently than did the total serum bilirubin. 
Only one-fifth of the cases with alkaline 
phosphatase values over 8 units were jaun- 
diced, a weak positive correlation. 

7. Serial serum bilirubin and leukocyte 
counts during the first 4 months are useful 
in detecting the onset of toxic jaundice 
and/or leukopenia. 


ADDENDUM 


Two months and 320 treated cases after 
the close of the above period of survey, the 
first fatality occurred. This was a fulminat- 
ing agranulocytosis in the 7th week of treat- 
ment. 


A.T., a white female aged 50, with a psychosis 
due to epilepsy, had been on dilantin therapy since 
1941. Chlorpromazine, 300 mgm. daily, was added 
beginning August 17, 1956. The pretreatment blood 
count and serum bilirubin were normal. On the 35th 
day on chlorpromazine, the leukocytes were 
5,700/cu.mm. with 64% neutrophils, serum bilirubin 
.25 mgm./% and serum alkaline phosphatase 7.25 
units (Goldenberg). On October 8, the 53rd day 
of medication, she suddenly showed a fever of 104° 
with pharyngitis, submaxillary lymphadenitis and 
mild jaundice. A blood count revealed only 450 
leukocytes with no granulocytes. The total serum 
bilirubin was 9 mgms., the phosphatase 7.44 units. 
With antibiotics and supportive therapy, there was 
some improvement in the last 2 days. A repeat 
blood count on October 11, 1956 disclosed 825 white 
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blood cells with no granulocytes. The patient died 
October 12, 57 days after beginning chlorpromazine 
medication. Autopsy findings confirmed the diag- 
nosis of agranulocytosis. 


As 443 new patients had been admitted 
to chlorpromazine therapy from July to 
September 1956, this is the only death im- 
plicating chlorpromazine among 3,457 pa- 
tients treated from January I, 1955. 

The consistent cooperation of Dr. J. 
Rothery Haight, Clinical Director, is grate- 
fully acknowledged. 
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THE ANTIDOTAL ACTION OF SODIUM SUCCINATE IN THE 


MESCALINE PSYCHOSIS 
IAN STEVENSON, M.D.,? ann ANDREW J. SANCHEZ, Jr., M. D.* 


The study of the experimental psychoses 
has already advanced our understanding of 
psychopathology. The exact relevance of 
the experimental psychoses to the problems 
of naturally occurring psychoses, such as 
schizophrenia, remains unclear. Neverthe- 
less these two types of states have enough 
psychopathology in common to warrant much 
further research. The antidotes to the ex- 
perimental psychoses deserve attention be- 
cause of the understanding which they may 
give of the mode of action of the hallucino- 
genic drugs, and because of their possible 
eventual relevance to the biochemical treat- 
ment of natural psychoses. 

Previous authors have described studies 
of several antidotes to the experimental psy- 
choses. Thus nicotinic acid has some anti- 
dotal action in the lysergic acid diethylamide 
psychosis(1) ; chlorpromazine(2, 3) and so- 
dium amytal(4) have some antidotal action 
in the mescaline psychosis; Frenquel has 
some antidotal action on both the lysergic 
acid diethylamide psychosis and the mes- 
caline psychosis(5). 

Quastel and Wheatley(6) demonstrated 
that the barbiturates and certain other nar- 
cotic amines, including mescaline, do not in- 
hibit the oxidation of succinate as they do 
that of glucose, lactate and pyruvate. This 
led to the use of sodium succinate in antago- 
nizing barbiturate anesthesia and poisoning 
in animals(7, 8, 9) and man (7, 10, IT). 
Schueler(12) repeated and confirmed the in 
vitro experiments of Quastel and Wheatley 
mentioned above. He then conducted four 
experiments on human subjects in whom he 
demonstrated a definite antidotal effect of 
sodium succinate on the symptoms of the 
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mescaline intoxication. We report in this 
article a series of experiments which have 
repeated and somewhat extended Schueler’s 
observations. 


METHOD 


Subjects—The 12 subjects were volun- 
teers drawn from the staff of the department 
of psychiatry and neurology of the Louisiana 
State University School of Medicine and 
from the medical students of the School of 
Medicine. All were in good health physically 
and between the ages of 20 and 35. Ten 
were men and two were women. 

Procedure.—Each subject was given 400 
mgm. mescaline sulfate orally on two differ- 
ent days. The interval between experiments 
varied from a week to several months. Two 
observers studied the subjects and made 
notes of their behavior including verbal pro- 
ductions throughout the entire period of the 
effects of the drug until the effects were 
judged to have worn off sufficiently for the 
subjects to leave the experimental room and 
return home. This period usually varied 
from 8 to 10 hours, rarely longer. On one 
of the two experimental days each subject 
was given an injection of sodium succinate 
intravenously. A 30% solution (Brewer) 
was used. The dose of sodium succinate 
varied from 10 grams in one subject to 39 
grams in another. Most subjects received 12 
to 18 grams. The sodium succinate was ad- 
ministered slowly over periods of 30 to go 
minutes. 


RESULTS 


Effects of Mescaline-——The observed ef- 
fects of mescaline on our subjects did not 
differ from those reported by other authors 
and are well enough known not to need re- 
peating here. We shall add only that our 
subjects showed a wide variety of reactions 
to the mescaline, a fact to which little atten- 
tion has so far been paid. Moreover, indi- 
vidual subjects showed different reactions on 
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different days. Our current work studies 
these differences further in a project com- 
bining psychological and biochemical tech- 
niques. We hope to clarify some of the fac- 
tors responsible for the marked differences in 
reactions between different subjects. We 
mention this here because we observed an 
equally great diversity of response to the in- 
jection of sodium succinate. 

Immediate Antidotal Action of Sodium 
Succinate—We observed some antidotal ac- 
tion of sodium succinate in each of our sub- 
jects. However, the action varied rather 
widely and ranged from a slight antagonistic 
action to an almost complete erasure of the 
effects of the mescaline. The subjects them- 
selves noticed the effects of the sodium suc- 
cinate injections more rapidly and more 
markedly than the observers. They would 
often comment on the change spontane- 
ously. Typical comments after receiving 
the sodium succinate were the following: 
“Things seem more normal. The colors are 
drab,” “I feel like I am coming out of it. I 
feel definitely clearer,” “Things seem much 
more real now. The walls don’t move any 
more,” “The color which was associated with 
the shapes left.” The subjects noticed 
changes especially in their visual perceptions 
and in their moods. However, other aspects 
of the mescaline intoxication, such as ability 
to concentrate and “the sense of reality” 
were also affected by the succinate. The ob- 
servers watching the subjects also noticed 
changes in their behavior, often within a few 
minutes after they received the succinate. 
They usually became much less expansive 
and less talkative. This effect merged with 
the fatigue induced by the sodium succinate 
(discussed further below), so that the sub- 
jects frequently became sleepy after the suc- 
cinate injection. 

Duration of the Antagonistic Effect of So- 
dium Succinate.—In some of the subjects the 
effects of the sodium succinate antagonism 
wore off within an hour or two and this led 
to a return of the mescaline effects. A second 
injection of sodium succinate repeated the 
earlier effect, but again, after another inter- 
val, the mescaline effects might return once 
more. Such relapses into the mescaline ef- 
fects were always milder than the original 
experience before the sodium succinate, but 


they were nevertheless quite definite. The 
following extracts from one protocol ex- 
emplify this sequence: 


Subject J.B., white male, aged 24. 


7:00a.m.....Took 400 mgm. mescaline orally. 

8:o00a.m.....Tense and slightly elated. Nausea. 

8: 30a.m..... Disturbances of depth perception. In- 
creased imagery. Color illusions. 

9: 30a.m.....Mood elated; talkative. Marked dis- 
turbance of time sense. 
:30a.m.....Disturbances of body image as well 
as of space and time perceptions. 
Feelings of unreality. Difficulty in 

thinking. 

..Continuing with the same symptoms. 
Given 24.0 grams sodium succinate 
intravenously. 

. Quieter ; less talkative. Says he is not 
nearly as elated as he was an hour 
ago. Nausea and vomiting. 

..Still some residual symptoms of 
perceptual distortions. 

.. Thinks he is about his normal self 
now. 

..Symptoms have begun to return. 
Feelings of unreality have returned. 
Experiences himself as if in a dream. 
Perceptual distortions returning. 
Somewhat depressed in mood. 
Symptoms continue about the same. 

..Persistent feelings of unreality. His 
speech somewhat unclear and his 
voice mumbles. 

..Is withdrawn from others in the 
room. Does not want to answer 
questions. Having synesthesiae (see- 
ing voices). 

.. Given a further 6.0 grams of sodium 
succinate intravenously. 

..Greatly increased sense of reality. 
Sensations of warmth in body and 
some nausea. 

. Seems recovered sufficiently to be 
taken home. However, on the way 
home preoccupied with minute de- 
tails. Focuses attention on some 
small object for a long time. Talka- 
tive and seems to want much re- 
assurance. 

8:00 p.m..... Persistent feelings of unreality grad- 
ually wearing off again. 


Figure 1 illustrates diagrammatically the 
antagonistic effect of the sodium succinate 
injections with the return of mescaline ef- 
fects afterwards. 

Total Duration of Mescaline Effects With 
and Without Sodium Succinate-——We at- 
tempted to estimate the end-point of the 
mescaline effects on days when the subjects 
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Fic. 1.—Diagrammatic representation of the 
course of mescaline intoxication with (dotted line) 
and without (unbroken line) the administration of 
sodium succinate. The figure illustrates the inter- 
ference of the mescaline effects by the succinate, 
the return of the mescaline effects afterwards and 
the comparatively slight effect of the succinate on 
the total duration of the intoxication. 


received sodium succinate and on days when 
they did not. This was easier to plan than 
to accomplish. The mescaline psychosis has 
no clear end-point. In our experience the 
psychosis evolves and declines approximately 
as follows. With oral administration there 
is a period of gradual onset lasting usually 
an hour to an hour and a half. There is then 
a period of maximal effects lasting an hour 
to an hour and a half. Following this the 
effects decline at first rather rapidly, but then 
much more slowly. This last period of some 
residual effects may last from 6 to 12 hours 
or longer. Several of our subjects noticed 
some (usually minor) effects for several days 
afterwards. One had a marked relapse after 
an interval of a day in which he was ap- 
parently normal. This gradual tapering of 
the effects makes impossible the assignment 
of a definite time for the end of the intoxi- 
cation. It seemed easier to say when 80% 
of the effects had worn off than to say when 
they had worn off entirely ; so we attempted 
to observe the time when the subjects, al- 
though not entirely normal, had largely 
emerged from the effects of the drug. 
Having emphasized these limitations to 
our comparisons, we can present the follow- 
ing figures. As already mentioned, we con- 


ducted 12 experiments without the admin- 
istration of sodium succinate and 12 (on the 
same subjects) with its administration. The 
average duration of the effects (the end-point 
being taken when it was judged that 80% of 
the effects had gone) with the succinate was 
g.1 hours and without the succinate was 9.8 
hours. In 3 subjects the mescaline effects 
lasted longer with the succinate than with- 
out ; in 2 subjects the effects lasted the same 
length of time with and without the suc- 
cinate ; in the remaining 7 subjects the effects 
lasted a shorter time with the succinate than 
without. These figures, and they must be 
considered approximate only, make clear that 
the succinate effect, definite as it was, did not 
appreciably shorten the total duration of the 
mescaline effects. 

Incidental Effects of Succinate——In addi- 
tion to the antidotal effects of succinate we 
noticed other effects of this drug which have 
been described by other observers. The sub- 
jects sometimes complained of some pain in 
the arm of injection, especially if the injec- 
tion was made rapidly which was usually not 
the case. They also exhibited marked flush- 
ing of the face and later of the neck and the 
extremities, especially the hands and feet. 
They usually felt warm, often sweated con- 
siderably, and were sometimes nauseated. 
(Mescaline also sometimes nauseated the 
subjects.) Respirations were usually in- 
creased and the subjects sometimes coughed 
and complained of an unpleasant salty taste. 
Almost invariably they experienced a strong 
sense of fatigue after the succinate injec- 
tions. Again, mescaline alone frequently 
brought a sense of fatigue, but the succinate 
added greatly to this. The subjects often 
compared this symptom to their sensations 
after long walks, many sets of tennis, or 
heavy gardening. The combination of these 
symptoms frequently brought mild to moder- 
ate discomfort and sometimes some anxiety 
to the subjects. 

Variations in the Antidotal Effect of So- 
dium Succinate-——As mentioned above, so- 
dium succinate had some antidotal effects on 
each subject ; the magnitude and duration of 
this effect varied considerably, as did the ef- 
fects of the mescaline. The antidotal effect 
was not closely related to the size of the dose 
administered. For example, one of the most 
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marked antidotal effects occurred in a sub- 
ject who was given 10 grams of sodium suc- 
cinate. This amount in this subject produced 
a greater antidotal effect than that produced 
in the subject given the largest amount of 
succinate, 39 grams. 

The variations in the antidotal effect of 
succinate did not appear correlated with the 
magnitude of the mescaline effect. Some 
subjects who were among those having the 
more marked effects from the mescaline did 
not show less response to the succinate than 
others who had milder effects from the mes- 
caline. However, 2 subjects with marked 
effects from the mescaline stated that the in- 
jection of the succinate made their experi- 
ence worse, that is, less pleasant. It seemed 
as if for these subjects the antidote only 
partially antagonized the mescaline effect. It 
deprived them of the mood elevating effect 
of the mescaline without entirely returning 
the perceptions and thought processes to nor- 
mal. Other subjects found the side-effects of 
the succinate less pleasant than the euphoria 
which it interrupted. But although they felt 
worse after the succinate, we did not con- 
sider this a worsening of the mescaline in- 
toxication. It was rather an incidental aspect 
of improvement. 

Variations in the succinate effect were ap- 
parently not due to different rates of oxidiz- 
ing and excreting the succinate. These vari- 
ations were observed rather soon (i.e., within 
10 to 30 minutes) after the injection of the 
succinate and presumably before there had 
been time for much disposition of the suc- 
cinate to have taken place. 


DISCUSSION 


The foregoing results confirm and add to 
Schueler’s observation that sodium succinate 
has an antidotal effect on the mescaline psy- 
chosis. The mechanism of this effect remains 
unelucidated and is the object of further 
study in this department as is the wide di- 
versity of responses both to mescaline and 
to succinate in different subjects. Two ex- 
planations which have been suggested to us 
to account for the effect of succinate we be- 
lieve do not apply. The first is that the suc- 
cinate acts as a stressor to the organism and 
in a sense “shocks” the patient out of his psy- 


chosis. It is true that strong and even mild 
stimuli such as talking to the subjects tend 
to break up some of the symptoms of the 
mescaline effect. The subjects almost invari- 
ably report that they feel different and that 
“things seem more real and less dream-like” 
when someone is talking to them. And con- 
versely, when they are left alone for a time 
or when they close their eyes, they tend to 
drift off into reveries if not actual dreams. 
It is also true that the succinate induces some 
associated unpleasant physical symptoms to 
which we have alluded above. However, we 
do not believe that these symptoms acting 
as stressful stimuli account for the antidotal 
effect. We observed an antidotal effect in 
subjects who experienced little of the kind 
of discomfort we have described. And in 
other subjects some of the antidotal effect 
was observed before the subjects experienced 
any significant discomfort. We have also 
considered a second suggestion that the an- 
tidotal effect of succinate derives from its 
alkalinizing action. We have attempted to 
test this hypothesis in studies to be reported 
later. In this place we shall say only that 
these studies fail to support this hypothesis. 

At present, therefore, we believe the most 
plausible hypothesis of the antidotal action 
of succinate is that of Quastel and Wheatley 
and of Schueler. This is that the succinate 
provides a substrate for oxidation in brain 
tissues when the oxidation of glucose, lac- 
tate and pyruvate has been depressed by the 
mescaline. Further confirmation of this hy- 
pothesis will contribute to our knowledge of 
the mode of action of mescaline and allied 
drugs. 

We have considered the relevance of these 
studies to schizophrenia. Osmond and 
Smythies proposed that the symptoms of 
schizophrenia are produced by the action of 
a substance similar to mescaline produced 
within the body during stress(13, 14). Such 
a substance could be a derivative of epi- 
nephrine or a by-product of its production. 
If such a substance acts through depressing 
oxidation in the central nervous system as 
mescaline appears to do, then succinate might 
be expected to antagonize it. Succinate has 
already been used in a small number of cases 
of mental disorder(15, 16) and beneficial 
effects reported. We plan to expand the 
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present studies to include observations of the 
effects of succinate on various patients of 
the group of schizophrenias. 


SUMMARY AND CONCLUSIONS 


1. Sodium succinate was found to have a 
definite antidotal effect on the mescaline psy- 
chosis in each of 12 subjects. 

2. The effect varied greatly in different 
subjects. Moreover, the effect was rather 
transient and there was little shortening of 
the total duration of mescaline effect. 

3. The most plausible hypothesis of the 
succinate effect is that succinate provides a 
substrate for oxidation in the brain tissues 
when the oxidation of other substrates, e.g., 
glucose, lactate and pyruvate has been de- 
pressed by the mescaline. 
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THE PLACE OF RESERPINE IN THE TREATMENT OF THE 
CHRONIC PSYCHOTIC PATIENT 
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DONALD WALTON, B.A. 


In the past few years a stream of reports 
concerning the use of reserpine in psychi- 
atry has appeared. Remarkably favourable 
claims for its ameliorative effect on the be- 
haviour of grossly disturbed psychotic pa- 
tients have been made, and astonishing suc- 
cesses described. Although our study covers 
much well traversed ground we are publish- 
ing our results because they are at variance 
with, and much more conservative than, the 
findings of many similar studies. This re- 
port is divided into Part I, a controlled study 
and Part II, an uncontrolled study. 


PART I 
CLINICAL MATERIAL 


The material was made up of 20 female 
patients suffering from chronic and intracta- 
ble schizophrenia who were selected not on 
diagnostic grounds but because they were 
regarded by the nursing staff, who largely 
made the selection, as presenting exception- 
ally difficult nursing problems. Fifteen 
showed behaviour characterized by restless- 
ness, overactivity, noisiness, and a tendency 
to strike out if carelessly or tactlessly 
handled. The other five were predominantly 
withdrawn, self-absorbed, difficult if not im- 
possible to occupy, and required supervision 
with feeding and dressing. Five patients 
were incontinent, 2 persistently, 3 occa- 
sionally. Their age range was from 31 to 
62 years with a mean of 45.9 years. Their 
duration of hospitalisation ranged from 2 
to 29 years with a mean of 13.4 years. 

Independently of, and prior to this trial 
10 patients, because of their grossly dis- 
turbed behaviour, had been recommended 
for leucotomy by a majority of the clinical 
staff of the hospital. Eleven were on regular 
heavy sedation, mainly barbiturates, through- 
out the day, the others as dictated by changes 
in their behavior. Eleven had received either 
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electroshock or insulin coma therapy, at 
some time during their stay in hospital, with- 
out improvement. 


METHOD OF INVESTIGATION 


Before entering the trial all sedation was 
withdrawn. For an initial period of 4 weeks 
each patient was studied in order to estab- 
lish a base line for her behaviour, blood 
pressure, pulse rate, and weight, and to note 
any variation which might otherwise have 
been attributed to the drug. Then a placebo, 
indistinguishable by patients and staff from 
reserpine, was given to 10 of the patients, 
the active preparation, reserpine, being ad- 
ministered to the other 10. After 3 weeks, 
placebo and drug were alternated, and this 
substitution was maintained for 3 weeks. 
Therefore, each patient acted as her own 
control, and at any one given time, half the 
patients were receiving the inert tablets, the 
other half the active preparation. 

At the time the trial was undertaken there 
was no indication in the literature as to the 
effective dosage of the drug. Dosage was 
therefore, a matter of trial and error. Ad- 
ministration was begun with 1 mgm. b.d., 
this was increased to 1 mgm. t.id. after a 
week and for the third and final week, 1 
mgm. q.i.d. was given. In 2 patients, this 
dosage led to marked cardiovascular changes, 
and could not be maintained. Tablets were 
prescribed according to the hospital record 
number, only one of us (C.G.) and the hos- 
pital pharmacist knew whether a patient was 
on the active or inert preparation. 

Three times a week the mental state of 
each patient was systematically assessed by 
one of us (G.P.E.) by ordinary clinical 
methods combined with the use of a modi- 
fied version of the Worcester Rating Scale 
(4). The day nursing staff made daily 
notes, and in addition rated each patient on 
an adapted version of the Johns Hopkins 
Hospital Behaviour Chart(6). The night 
staff noted the hours of sleep, and any dis- 
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turbed behaviour at night. All information 
thus obtained was taken into account in de- 
termining whether any change had occurred 
in the patient’s mental state. Weights were 
recorded weekly, the blood pressure thrice 
weekly, the pulse rate morning and evening. 


FINDINGS 


Mental.—Patients who had their custom- 
ary sedation withdrawn showed a shortlived 
temporary exacerbation of symptoms fol- 
lowing which they reverted to their former 
patterns of behaviour. During the initial 
period of observation it appeared in a gen- 
eral way that all were slightly better. This 
slight improvement was attributed to the 
increased interest taken by the nursing and 
medical staff in the patients. 

In 16 patients no change due to the drug 
was observed. Four showed slight but defi- 
nite improvement. This was attributed to 
the drug as it did not occur during the pre- 
liminary period of observation, nor when 
the placebo was exhibited, also the change 
was not maintained subsequent to the with- 
drawal of the drug, nor following the sub- 
stitution of the drug by placebo. No pa- 
tient improved whilst on placebo. The 
change in 3 patients was a damping down of 
their former restless, overactive and noisy 
behaviour. One patient who had previously 
been mute, and whose only activity was to 
continually tear her clothing and pull her 
hair out, ceased to indulge in these activi- 
ties, become responsive, replied to questions, 
made spontaneous conversation and took an 
increased interest in her surroundings. No 
fundamental change in the basic illness oc- 
curred, improvement being entirely symp- 
tomatic. 

Physical_—Weight: Despite improved ap- 
petite as indicated by increased food con- 
sumption, no significant changes in weight 
occurred. Those which were recorded could 
be attributed to chance variation, and not 
necessarily to the influence of reserpine. It 
is possible that the absence of significant 
weight change may, in part at least, be a 
function of the short time interval covered 
by this investigation. 

Cardiovascular : The cardiovascular 
changes are summarised in Tables 1 and 2. 
The patients have been divided into two 


TABLE 1 


Group A MEAN AGE: 49.9 


Degree 
of sig- 
nificance 


F. ratio 
3.29* 
F. ratio 
2.18 
not 
signifi- 
cant 
F. ratio 
23.107 


Nodrug Reserpine Placebo 
Mean systolic.. 139.8 117.1 111.8 


Mean diastolic . 90.6 75.3 75.6 


Mean plus rate. 76.7 64.9 68.1 


* Significant approx. .o5 level of confidence. 
t Significant beyond. .o1 level of confidence. 


groups, A and B, depending on whether they 
received first the inert or active preparation. 

The systolic changes: There is a tendency 
for reserpine to reduce the systolic pressures 
in both groups. Both groups show changes 
in the same direction and both are almost at 
the same level of significance. The effect of 
reserpine is significantly greater than the 
effect of the placebo, the value of t, the criti- 
cal ratio, being 6.5, significant beyond the 
0.01 level of confidence. The rank correla- 
tion between initial systolic level and the size 
of the subsequent drop under reserpine is 
significant beyond the .o1 level of confidence 
(+.77). Those in this sample with the larg- 
est systolic blood pressure, tend to show the 
largest falls. 

Diastolic changes: Group A with the 
higher mean diastolic pressure, does not 
show any significant change under reserpine. 
Group B, with a lower group mean diastolic 
shows a very significant drop. A statistical 
explanation of this difference can be gained 
from an examination of the size of the mean 
diastolic pressures of the two groups. Whilst 
there is approximately a 15 points drop for 
groups A and B, a drop of 15 in Group B 


TABLE 2 


Group B MEAN AGE: 41.9 


Degree 
of sig- 


Placebo Reserpine nificance 


105.3 92.3 
60.6 


No drug 


Mean systolic .. 111.3 


Mean diastolic.. 76.2 73.1 


Mean plus rate.. 77.3 77.9 709 


* Significant approx. .os5 level of confidence. 
t Significant beyond. .o1 level of confidence. 
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F. ratio . 
3.02* 
F. ratio 
6.807 
ratio 
7.45t 
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is proportionately greater than a drop of 15 
in Group A. 

One possible physiological explanation of 
these changes can be postulated from the 
two rank correlations calculated : 

(a) Between diastolic level and subse- 
quent drop. 

(b) Between the size of diastolic drop 
and age of the subject. They were +.29 
and +.37 respectively. Neither is significant. 
It is suggested that the older subjects show- 
ing the largest diastolic pressures (Group A, 
mean ages: 49.9, Group B, mean age: 
41.9) are less likely to show any significant 
reduction, whilst the younger subjeets with 
less functional resistance and lower dias- 
tolics, are more likely to do so. In the older 
age groups one is, therefore, perhaps less 
able to predict with accuracy that a fall in 
diastolic pressure will take place after exhi- 
bition of reserpine. In the younger group, 
with these chance factors minimised, predic- 
tion would appear more accurate and certain. 

The value of t calculated for the signifi- 
cance of the difference of the changes ef- 
fected by reserpine and placebo is 5.6. This 
is significant beyond the .o1 level of confi- 
dence and shows that the reduction in di- 
astolic pressure by reserpine is significantly 
greater than that effected by suggestibility, 
increased medical care, etc. during the ad- 
ministration of the placebo. 

Pulse Changes: In Groups A and B the 
pulse rate dropped very significantly. There 
can be little doubt that this is attributable 
to the direct effect of the drug. In Group A 
when reserpine was withdrawn and the 
placebo given in its place, the pulse rate rose 
from a group mean of 64.9 to 68.1. Simi- 
larly in Group B, under the effect of the 
placebo the mean pulse rate remained ap- 
proximately constant at the “no drug” level. 
After the introduction of reserpine the mean 
pulse rate fell from 77.9 to 70.9. 

Incontinence: No change. 

Side-Effects : Sudden and alarming brady- 
cardia was observed in one patient. This was 
noted on the fourth morning of the trial, 
by which time she had received 6 mgms. of 
reserpine. Her pulse rate, which had con- 
stantly centred around the 70 mark fell to 
38. At this stage she looked pale and ill. 
An attack of generalised bodily tremor last- 


ing about 10 minutes was observed by the 
nursing staff. She stated that she felt sick 
and that she was too ill to shout or move 
about. Prior to this her behaviour was de- 
scribed as overactive, restless and noisy. 
She would spend most of the day shouting 
out of windows about atomic rays. The dose 
of reserpine was reduced to 4 mgm. b.d. and 
it was not found possible subsequently to 
exceed 4 mgm. t.d.s. without marked brady- 
cardia. As soon as her pulse rate reached 
50, there was a return to her very disturbed 
behaviour. 

In another patient, it was not found pos- 
sible to exceed a dose of I mgm. t.d.s. with- 
out causing a similar bradycardia. A psysi- 
cally healthy 32-year-old man (not included 
in this series), suffering from a crippling 
obsessional illness associated with consider- 
able tension, developed a marked brady- 
cardia—pulse rate 40, and a fall in blood 
pressure from 110/70 to 50/40, on a dose 
of 4 mgms. daily. He described a marked 
diminution of tension, this because he felt 
drained of all energy. Like the patient in 
this series, he looked pale and ill. 

Drowsiness was observed in 6 patients. 
This was noticed on the third or fourth day. 
It was never troublesome, and passed off 
in 2 or 3 days without a reduction in the 
dosage of the drug. 

No other side effects were recorded. This 
does not mean they did not occur but may 
merely be a reflection of the failure of such 
patients to report departure from their cus- 
tomary feeling state. 


PART II 
MATERIAL AND METHOD 


This part of the study covers all cases at 
the hospital (43) treated with reserpine. Of 
these 9 had to be excluded because of inade- 
quate dosage or too short a period of treat- 
ment. The remaining 34 (13 female, 21 
male) had been diagnosed as suffering from 
schizophrenia, and were regarded as incur- 
able. They had been selected on the grounds 
of the chronicity and intractability of their 
illness, and also because of their tendency to 
be a greater nursing problem than other 
patients either by virtue of overactivity or 
withdrawal. Their age range was from 22 
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to 67 years with a mean of 40.6 years. Their 
duration of hospitalisation ranged from 1 
to 37 years with a mean of 9.4 years. 

Twenty-seven had previously been treated 
with electroshock and/or insulin coma ther- 
apy, 8 had been subjected to prefrontal 
leucotomy, and most had been and were 
still on large doses of barbiturates. Some 
had received more than one form of physical 
treatment e.g., ECT. and PFL. 

The average daily dose of reserpine was 
from 3 to 6 mgms. and all cases had been 
treated for at least 12 weeks, 15 for more 
than 6 months. The response to the drug 
was estimated on the basis of 1. Interview 
with the patient; 2. Discussion with the 
doctor and nurse caring for the patient; 
3. The progress notes recorded in the pa- 
tient’s file. 


FINDINGS 


Twenty-one patients showed no change. 
Four were regarded as slightly worse. In 
general they were considered to be lazier, 
more lethargic and dirtier, less concerned 
about their personal appearance, or some- 
what noisier. One patient was assessed as 
much improved. This indicated a major 
change in behaviour permitting him to be on 
ground parole and to go home at weekends. 
Whether this can be wholly ascribed to the 
drug is doubtful since a review of his record 
showed that similar improvements had spon- 
taneously occurred in the past. Eight pa- 
tients were slightly improved. These pa- 
tients were described as being less restless, 
more composed, tidier and more consistent 
at their work tasks. None had undergone a 
major change. In all cases improvement was 
entirely symptomatic, and there was no modi- 
fication of the basic illness. 

There was no correlation between im- 
provement, dosage and duration of treat- 
ment. Improvement tended to occur within 
the first 3 weeks and to be maintained. A 
turbulent phase was not observed. 


DISCUSSION 


It is worthwhile emphasising that the 
withdrawal of sedation, although given in 
large doses, and over long periods to control 
disturbed behaviour, led only to temporary 


short-lived exacerbation of symptoms. It 
is our impression that patients from whom 
barbiturate drugs were withdrawn showed 
slight improvement when free from the toxic 
effect of these drugs. When sedative drugs 
have been prescribed for whatever reason, 
there seems to be a tendency at least in men- 
tal hospitals, for successive doctors automati- 
cally to repeat the prescription. Our experi- 
ence indicates that such use of sedatives is 
to be deprecated, and that they are no sub- 
stitute for good nursing and medical care. 

Only 13 patients (4 in Part I, 9 in 
Part IL) showed improvement. This some- 
what disappointing result may indicate that 
reserpine is only of very limited value in the 
treatment of chronic psychotic reactions, and 
since the improvement was entirely symp- 
tomatic it seems reasonable to conclude that 
the drug has no effect on the disease proc- 
ess itself, and that its only action is to lessen 
the intensity of symptoms. Furthermore it is 
difficult to decide if the symptoms which it 
improves are due to the disease per se. It 
seems to us that its main effect is on the 
symptoms which arise as a direct result of the 
conditions which are imposed on psychotic 
patients, t.e., overcrowded and locked wards. 
Disturbed patterns of behaviour would, we 
suggest, undoubtedly occur in ‘normal’ people 
under similar conditions. In short, we are 
not convinced that reserpine or any other 
drug currently available can take the place of 
an enlightened approach to the care of these 
patients. As our findings are much more 
conservative than the majority of reports 
published particularly in America(7, 8, 3), 
it could be argued that the relatively poor re- 
sults obtained in this study were a function 
of the methods employed. We do not be- 
lieve this can be sustained. Since marked 
physiological changes occurred in the patients 
in Part I we conclude that dosages of 3-6 
mgms, are sufficient for the drug to produce 
its effect, and that consequently higher doses 
are not justified. Furthermore the exhibition 
of the drug for periods of 12 weeks and more 
as in Part II is adequate to allow the physi- 
ological changes induced by the drug to reach 
a maximum. If the patient is not showing 
an improvement after 12 weeks the drug 
should be withdrawn. 

The difference between results obtained in 
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America and our findings may possibly be a 
reflection of a differing approach to the care 
of chronic psychotic patients. Mental hos- 
pitals in this country are smaller, and whilst 
locked and overcrowded wards exist, “maxi- 
mum security” wards are unknown, and 
there is a growing tendency to abolish all 
locked wards. This has been successfully 
done in some British mental hospitals. Bell 
(1) has shown that the unlocking of wards 
produces results as gratifying and dramatic 
as those attributed to reserpine(7, 8, 3). 
This tends to confirm our impression that 
reserpine’s greatest effect is on the symp- 
toms which are the result of environmental 
conditions imposed on the patients. Ser- 
gent(10) is of the opinion that fewer re- 
ports of good results from chlorpromazine 
and reserpine are to be expected in Great 
jritain than in the U.S.A. and France, be- 
cause of a putative higher standard of care 
in Great Britain. Clearly this is impossible 
to confirm as the necessary information is 
beyond our knowledge. 

On the basis of our findings it seems to us 
that reserpine is in no way curative, and 
has only a limited role to play in psychiatry. 
Nor should it be overlooked that it is a dan- 
gerous drug and may cause depression of 
suicidal intensity(g), and even cardiac fail- 
ure due to water retention though given in 
small doses(5). The sequence of events 
following the introduction of a new drug 
is well described in the British Medical Jour- 
nal(2). The initial flood of favourable re- 
ports dries up and becomes replaced by those 
of another kind, and what was once a cure- 
all ends either by falling into disrepute or 
being regarded as only of limited value. 
Excessive claims for the efficiency of new 
drugs whether made by manufacturers or 
physicians are to be deprecated. It is ob- 
viously undesirable for manufacturers to 
release drugs for general use until thay have 
been subjected to adequate clinical trial 
preferably by some competent medical re- 
search organisation. 

The cardiovascular changes (Part I) are 
of considerable interest. The main points 
emerging from the findings are the higher 


the systolic and the lower the diastolic pres- 
sure, the greater the fall attributable to 
reserpine. This suggests the effect of the 
drug would be greatest in cases of hyper- 
tension in which the rise in systolic pressure 
is proportionally greater than the rise in 
diastolic pressure. In well established cases 
of hypertension with a persistently raised 
diastolic pressure it seems probable that a 
reduction in the systolic pressure alone would 
occur, and the diastolic pressure would re- 
main unaltered. 

Cases of choice for treatment with reser- 
pine should on our findings prove to be the 
early borderline, or “prehypertensive” ones. 
The findings summarised in Table II indi- 
cate that reserpine continues to exert its hy- 
potensive effect for some weeks after its 
withdrawal. Bradycardia occurred in all pa- 
tients, and was moderate except in the 2 
cases referred to earlier. 


SUMMARY 


The effect of reserpine on the behaviour 
of chronic psychotic patients has been in- 
vestigated by means of a controlled, and an 
uncontrolled study. The results indicate that 
it is only of limited value in the treatment 
of such patients. The extremely favoura- 
ble results obtained by other workers were 
not confirmed. 
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CHRONIC PSYCHOSIS FOLLOWING EPILEPSY * 
J. E. A. BARTLET, M. D.2 


INTRODUCTION 


The relationship of the chronic psychosis 
to epilepsy is a controversial subject. Such 
questions as “Is there a true chronic epileptic 
psychosis?” “Can epilepsy and schizophrenia 
or epilepsy and an affective psychosis co- 
exist?” and if so “How do they affect each 
other?” and “What is the relationship be- 
tween epilepsy localised to or commencing in 
the temporal lobe and the functional psycho- 
ses?” are still unanswered. This is what I 
have attempted to do from the highly selected 
group of patients attending the Bethlem 
Royal and Maudsley Hospitals. The results 
are necessarily tentative, but I consider of 
sufficient interest to warrant fuller investiga- 
tion in a larger and less highly selected group 
of patients. 


REVIEW OF LITERATURE 


Kraepelin(1) believed that there was a 
specific form of dementia which was the re- 
sult of epilepsy and had to be differentiated 
from dementia praecox. Vorkastner(2) be- 
lieved that there was a condition of mental 
deterioration following on epilepsy which 
sometimes took on a dementia praecox-like 
colouring. Krapf(3) considered that true 
schizophrenia does not occur in epileptics, 
epilepsy does not complicate schizophrenia, 
but schizophrenia-like symptoms may follow 
epilepsy. Glaus(4) was of the opinion that 
true schizophrenia and epilepsy could occur 
in the same patient as independent condi- 
tions. Gruhle(5) considered that cases occur 
where what appears to be schizophrenia is 
interwoven with epilepsy and leaves it open 
as to whether one postulates schizophrenia 
with secondary symptomatic epilepsy, or idio- 
pathic epilepsy with secondary symptomatic 
schizophrenia, or an accidental combination 
of both complaints. He finds no phenom- 
enological difference between the form of 
primary delusions in schizophrenia and 
epilepsy. 

1 From the Bethlem Royal and Maudsley Hospi- 
tals, London, England. 


2 Consultant Psychiatrist, Park Prewett Hospital, 
Basingstoke, Hants, England. 
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More recently Alstr6ém(6), in his study of 
897 unselected patients suffering from epi- 
lepsy at the Neurological Clinic of the Caro- 
line Institute at the Serafimer Hospital, 
found 19 to be suffering from psychosis. 
They were diagnosed as follows: schizo- 
phrenia 7, dementia senilis 6, arteriosclerosis 
cerebri with psychosis 2, encephalitis lethar- 
gica 1 and alcoholic dementia 3. The author 
considers that this corresponds to what might 
be expected from a random sample of equal 
size taken from the general population. This 
is an important conclusion but loses value 
when it is remembered that all the cases at- 
tended a neurological clinic and were thus 
automatically a group with a disproportion- 
ately slight amount of mental illness. The 
patients with greater psychiatric disability 
would be more likely to come under the care 
of a psychiatrist. 

Jones(7) in a comprehensive review of the 
literature concerning intellectual level, de- 
terioration, specific disabilities and person- 
ality in epilepsy comes to the conclusion that 
there is no satisfactory evidence to support 
the view that epilepsy per se is responsible 
for intellectual deterioration, nor does he 
find validation for the classical concept of 
“the epileptic personality.” 

Hoch(8) dealing with the relationship be- 
tween schizophrenia and epilepsy comes to 
the conclusion that they are two disorders 
which are not genetically related. His argu- 
ment, based largely on the work of Conrad 
in epilepsy and Kallmann in schizophrenia, 
is as follows: 

He takes the general average frequency 
of epilepsy as between 0.2 and 0.5% and 
that of schizophrenia as 0.85%. Hence he 
considers, before one may assume a geneti- 
cal relationship between the two, there 
should be (a) an increase in the frequency 
of epilepsy in the blood relations of schizo- 
phrenics and the increase should be propor- 
tionate to the degree of consanguinity and 
(b) a similar increase in the frequency of 
schizophrenia among blood relations of epi- 
leptics. He finds neither condition fulfilled. 
He finds strong support for his hypothesis 
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in monovular twin studies. He quotes Con- 
rad’s figures of 66.6% corcordance rate in 
epileptics (86.3% if restricted to idiopathic 
epilepsy), and Kallmann’s figure of 81.7% 
concordance rate in schizophrenics, and 
points out that no case of epilepsy in the 
monovular co-twin of a schizophrenic nor 
any case of schizophrenia in the homozygous 
co-twin of an epileptic has been reported. 

It appears from these results that patients 
with both epilepsy and a schizophrenic ill- 
ness are so infrequent as not to alter the sta- 
tistics significantly or that the diagnosis of 
epilepsy and schizophrenia have been re- 
garded as being mutually exclusive. Of 
course if one subscribes to Krapf’s view, 
epilepsy does not occur as a complication of 
schizophrenia but this is not the view held 
by such authorities as Kahlbaum(g) and 
Kraepelin(1) and more recently Esser 
quoted by Kalinowsky and Hoch(1o). 

There is a rapidly enlarging literature on 
the subject of the relationship between tem- 
poral lobe lesions with or without epilepsy 
and psychiatric disorder. Gibbs(11) review- 
ing 458 cases with EEG evidence of focal 
seizure discharge found the anterior tem- 
poral region the most vulnerable area of the 
cortex and that psychiatric disorder was 
more than three times commoner in cases 
with focal seizure activity in the temporal 
lobe than any other cortical area. He found 
such cases clinically indistinguishable from 
“purely psychiatric” disorders. He con- 
siders that the ictal or psychomotor phe- 
nomenona accompanied by focal EEG ab- 
normal activity and the non ictal psychiatric 
abnormalities although not temporally re- 
lated, are anatomically associated. 

Mulder and Daly(12) discuss 100 outpa- 
tients who had lesions of the temporal lobe 
and whose presenting complaints were usu- 
ally thought to be psychiatric. The lesions 
were localised on the basis of a complete 
examination and included 24 tumours in the 
temporal lobe of the cerebrum, 23 atrophies 
of the temporal lobe and 53 lesions of the 
temporal lobe in which the underlying patho- 
logical process was obscure. A focus of ab- 
normal electrical activity in one temporal lobe 
was found in 65 patients. Abnormal elec- 
trical activity in both temporal lobes was ob- 
served in 10 patients. Diffusely abnormal 
EEG tracings were seen in 7 patients. Six- 


teen patients had normal records. They di- 
vide their patients into 2 groups, those with 
paroxysmal and those with non-paroxysmal 
symptoms. The latter consisted of 62 pa- 
tients and are subdivided by the authors into 
36 anxiety states, 16 reactive depressions and 
20 schizoid disorders. They found only 2 
of the schizoid group psychotic and of the 
whole series only 4 psychotic. 

Hill(13), discussing surgery of temporal 
lobe epilepsy referring to the same clinical 
material but not with the same selective cri- 
teria as myself, is in agreement with Mulder 
and Daly, and Gibbs regarding the relation- 
ship between temporal lobe lesions and psy- 
chiatric disorders. He considers there is a 
greater incidence of personality disorders in 
those patients in whom the focus is placed 
posteriorly in the temporal lobe rather than 
towards the temporal pole. He also quotes 
Liddell’s, at the time of his paper, unpub- 
lished work at Runwell Hospital. A tem- 
poral lobe EEG focus was found in 50% 
of his epileptic patients which comprise 
4.3% of the hospital population. In 78% of 
those with temporal lobe foci behavioural 
automatisms occurred. Hill compares these 
figures with those given by Jasper, et al. 
(14), for the general epileptic population 
about 1 in 5 of whom are believed to have 
temporal lobe origin for their fits. He noted 
that out of 13 cases of epilepsy with psy- 
chosis personally observed, 11 demonstrated 
a temporal lobe origin for the seizures. 
Karagulla and Robertson(15) point out the 
similarity between some of the subjective 
experiences of temporal lobe epilepsy, spon- 
taneous or electrically induced in patients 
subject to temporal lobe epilepsy and some 
schizophrenic symptoms. 

Thus in my sampling of the literature on 
the subject of psychosis and epilepsy we 
have 5 approaches. 

1. The Continental psychiatrists in the tra- 
dition of Kraepelin describe a series of cases 
in which they find features that look like 
epilepsy and schizophrenia and manipulate 
the facts in an attempt to fit them into their 
hypothesis that schizophrenia and epilepsy 
are disease entities with a specific organic 
basis. 

2. The neurologist investigates statisti- 
cally the patients attending his clinic and 
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finds no evidence that epilepsy predisposes 
to psychosis. 

3. The psychologist finds no evidence of 
epilepsy causing intellectual impairment nor 
of a specific “epileptic personality.” 

4. The geneticist finds schizophrenia (and 
for that matter manic-depressive psychosis ) 
and epilepsy unrelated conditions. 

5. Workers with a clinical neurophysio- 
logical approach to the problem particularly 
with an emphasis on EEG studies find evi- 
dence to support the hypothesis that parox- 
ysmal temporal lobe dysfunction is related 
to non-ictal psychiatric disorder. 

Meduna’s(16) hypothesis that schizo- 
phrenia and epilepsy were mutually incom- 
patible conditions does not seem to be stand- 
ing the test of time, but there appears to 
be little doubt that psychotic illnesses where 
there is a large affective element benefit from 
artificially induced convulsions(17, 10). 


THE STUDY 


Scope: The case records of all patients 
with a diagnosis of psychosis following on 
epilepsy and with the combined diagnoses of 
epilepsy and psychosis attending the Beth- 
lem Royal Hospital and the Maudsley Hos- 
pital between January 1, 1949 and December 
31, 1953 have been studied and the cases 
which satisfy the following criteria selected. 

1. The epilepsy antedated the onset of the 
psychosis. 

2. The patient continued to suffer from 
delusions for a period of at least one year. 

This selection was decided upon to ex- 
clude (a) any patients with schizophrenia 
complicated by epileptic seizures and (b) the 
group of epileptic patients who develop an 
acute psychosis, typically with disorienta- 
tion, delusions and hallucinations, which does 
not become chronic. Glaus(4) and Hill(18) 
have discussed the former and Cobb(19), 
Gibbs(11), Mulder and Daly(12) and 
Hill(13) the latter group. 

Definitions and Criteria: For this investi- 
gation epilepsy is defined as a sudden altera- 
tion in, or loss of, consciousness accompanied 
by an abnormal paroxysmal discharge of the 
cortical grey matter. The essential criteria 
have been clinical; that is, an account by a 
reliable witness as well as the patient’s own 
account. Electroencephalographic evidence 
was always present to support the diagnosis. 


Clinical and EEG evidence was also used in 
postulating the commencement of the dis- 
charge in a local area of the cerebral cortex. 

The psychosis with delusions, in all cases 
was considered to be of sufficient severity to 
have caused the patient to come to a psychi- 
atrist irrespective of the epilepsy. 

The classification has been as follows: 

I. The cases that would have been diag- 
nosed as schizophrenia (mostly “paranoid” 
due to the prominence of delusions) if no 
evidence of epilepsy had been present. In 
this I follow Eugen Bleuler(20) stressing 
particularly the first two of his fundamental 
symptoms, i.e., disturbance of affect, particu- 
larly incongruity, or perhaps more usefully, 
inconsistency ; (I introduce the idea of “in- 
consistency” rather than “incongruity” to 
overcome the difficulty that in a schizo- 
phrenic patient there may be undetectable 
congruity of mood and thought) and dis- 
turbance of thought, particularly of associa- 
tion. I also include Goldstein’s(21) and 
Benjamin’s(22) criteria of loss of conceptual 
thought as detected for example on asking 
the patient to give the meaning of a series 
of proverbs. Bleuler’s third fundamental 
symptom of predilection for fantasy against 
reality or “autism” did not prove a useful 
concept. If delusions and possibly hallucina- 
tions were present along with the former 2 
symptoms, a subjective evaluation of the 
patient’s preference for reality or fantasy 
seemed to add nothing further to my assess- 
ment, nor was it found valuable in distin- 
guishing such cases from the following 
group. 

II. Cases of gradual onset arising out of 
an abnormal personality with delusions cen- 
tered round realtively few primary false be- 
liefs and with some degree of systematisa- 
tion. Apart from these delusions the pa- 
tient’s thought processes were little disturbed 
and he was in a relatively normal relation- 
ship with his environment. Any disturbance 
of affect was considered to be secondary to 
the incapacitating nature of the illness or 
to the content of the delusions. These I 
call paranoid reactions. 

III. Cases that would have been diagnosed 
as affective psychoses if no evidence of epi- 
lepsy had been present. In these cases there 
was a marked disturbance of mood, and de- 
lusions which were congruous with the dis- 
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turbance of mood. In this group there was 
no evidence of inconsistency or incongruity, 
in Bleuler’s sense, of affect, nor involve- 
ment of conceptual or associative thought 
processes. 

IV. Cases with unequivocal intellectual 
impairment, t.e., dementia. 

Results: Twelve cases satisfied my origi- 
nal criteria (see appendix). Ten have been 
examined by me. The eleventh, Case 6, at 
present in a mental hospital, has been re- 
ported on by the physician superintendent. 
The twelfth, Case 5, could not be traced but 
was adequately documented, and is included. 
If the epilepsy were ignored they could be 
fitted into the following diagnostic cate- 
gories, by the standards laid down above. 


8 
TIL. Afbective 3 

DISCUSSION 


Eight of the above cases developed a 
clinical picture that in my opinion if epi- 
lepsy had not been present most psychiatrists 
would have called schizophrenic. In one, 
case 8, there might have been some differ- 
ence of opinion as to whether or not he was 
suffering from a paranoid reaction. At pres- 
ent he does seem to be settling down to a 
well circumscribed paranoid system, center- 
ing round one delusional idea, but I feel it is 
legitimate to classify it as paranoid schizo- 
phrenia. The picture in 3 was predominately 
affective. One, case 9, was that of a depres- 
sive psychosis in a mentally backward pa- 
tient. The other 2 cases, 10 and 11 are classi- 
fied as hypomania. They have the features 
in common that the onset appears to have 
been in the form of a divine revelation and 
the delusions and affective abnormality ap- 
pears to be related to this and a fixed idea 
that the patient has a mission. The remain- 
ing case, 12, is that of an undiagnosed de- 
menting organic state with epilepsy antedat- 
ing the clinical deterioration. 

The population from which the above 
cases arise is made up as follows: 3,557 ad- 
missions (these figures exclude re-admis- 
sions apart from the period 1.8.1953— 
31.12.1953.) ; 12,015 outpatients (a number 
of outpatients subsequently became inpa- 
tients). 

The number of patients suffering from 


epilepsy was considered to be approximately 
1,073 for the following reasons: for the 
period 1949-51 from the records department 
223 had been diagnosed epilepsy. The num- 
ber of patients attending the hospital has 
been steadily increasing so the figure arrived 
at by multiplying by 5/3 for correction from 
the period 1949-51 to the period 1949-53 is 
almost certainly lower than the correct one. 
This gives a figure of 373. Approximately 
700 patients suffering from epilepsy are still 
attending the hospital several years after 
first attendance and are not included in the 
figures reaching the records department as 
their cases have not been “closed.” (This 
source of error is excluded in my case ma- 
terial as I was working in the clinic for the 
epileptics of the hospital for the period 
1.4.1953—31.1.1954 and any suitable cases 
are included.) 

It is, therefore, considered justifiable to 
say that the 8 schizophrenic-like psychoses, 
3 affective psychoses and 1 dementia with 
delusions occurred in a population of ap- 
proximately 1,073 epileptic patients referred 
to the hospital. 

Thus the incidence of schizophrenic-like 
conditions by my original criteria has an 
occurrence rate of approximately 0.75% in 
the epileptic population of this hospital. 
Hence I consider there is no evidence to sug- 
gest that chronic schizophrenic-like condi- 
tions occur more frequently in epileptics 
in the group investigated than schizophrenics 
in the general population (taking for ex- 
ample Kallmann’s figure of 0.85% 

For the period 1949-53 the patients ad- 
mitted to the hospital with a schizophrenic 
or affective illness (without epilepsy) of 
over I year’s duration were given diagnoses 
as follows: 


Schizophrenic disorders (dementia praecox).. 167 


21 
Acute schizophrenic reaction ............ I 
Schizo-affective psychosis .............. 14 
Other and wnepectfied 18 
Manic-depressive reaction 121 


(These figures were obtained from the records 
department. ) 
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FOLLOWING EPILEPSY [ Oct. 


Using this diagnostic scheme my 8 schizo- 
phrenic-like conditions would have been di- 
agnosed hebephrenic or paranoid schizo- 
phrenics, and my 3 affective cases 2 manic 
and 1 depressive. (I combine hebephrenic 
and paranoid schizophrenia because of the 
difficulty in laying down mutually exclusive 
diagnostic criteria. ) 

Thus the patients with epilepsy developed 
8 paranoid or hebephrenic-like conditions, 1 
depressive and 2 manic conditions as com- 
pared with 103 paranoid and hebephrenic 
schizophrenics and 17 manic or circular and 
95 depressive affective conditions in the pa- 
tients with illness of comparable duration 
without epilepsy. 

These figures show no statistically signifi- 
cant difference in their relationships but when 
taken in conjunction with Alstrom’s figures 
(6), which include no affective breakdown 
they are suggestive that the relationship 
between the number of affective illnesses 
and schizophrenic illnesses in epileptics is 
less than in the epileptic free population. 
It also appears that chronic depressive psy- 
choses severe enough to produce delusions 
are extremely rare in epileptics. There is a 
suggestion that the classical belief that 
religiose delusions are common in epileptics 
may be based on a particular clinical pattern 
as in cases 10 and 11, which automatically 
grouped themselves in my category of hypo- 
manic affective psychosis, comprising the 
entire group. 

Of the schizophrenic group, 7 out of 8 
have clinical and/or EEG evidence suggest- 
ing temporal lobe epilepsy and of the affec- 
tive group I out of 3. This when compared 
with figure of 1 in 5 of the general epileptic 
population as given by Jasper, et al.(14), 
supports the theory that there is a relation- 
ship between psychosis following epilepsy 
and temporal lobe dysfunction. 

The absence of evidence of an altered inci- 
dence of schizophrenia or schizophrenic-like 
condition in epileptic subjects from the gen- 
eral population and the evidence suggesting 
an increased incidence of temporal lobe epi- 
lepsy in the psychotic patients considered, 
suggests that epilepsy in patients who are 
liable to schizophrenia tends to manifest it- 
self in the temporal lobe. 


SUMMARY AND CONCLUSIONS 


From a study of the literature and of the 
cases suffering from epilepsy which later de- 
veloped chronic psychoses with delusions, no 
evidence was found to support either of the 
hypotheses implicit in earlier writings: that 
schizophrenia occurs more, or less, frequently 
in epileptics than in the general population ; 
but there was a suggestion that affective psy- 
choses occur less frequently, that depressive 
psychoses are very rare and that hypomanic 
psychoses may take a typical form of a di- 
vine revelation followed by elation and 
Messianic delusions. This last category is 
the only evidence to suggest a typical chronic 
epileptic psychosis. 

No case suffering from a paranoid reac- 
tion of sufficient severity to satisfy my origi- 
nal criteria, that could not be classified as 
affective or schizophrenic, was found. 

The high incidence of clinical and/or EEG 
evidence implicating the temporal lobe, sup- 
ports the view that psychosis following epi- 
lepsy is related to temporal lobe dysfunction. 

It is suggested that epilepsy in subjects 
liable to schizophrenia tends to manifest it- 
self in the temporal lobe. 


APPENDIX 
Tue CASsEs 


I. Schizophrenia 


Case 1.—Mrs. G.L.K. Aged 35 years. Temporal 
lobe epilepsy, possibly relative to birth trauma, 
developing a psychosis in the late 20’s indistinguish- 
able from schizophrenia with hebephrenic and 
paranoid features. Coincidental with the develop- 
ment of the psychosis there was disappearance of 
the epilepsy. 

Case 2—Miss D.E.L.L. Aged 32 years. Epi- 
lepsy, possibly idiopathic, with myoclonic features 
developing slowly a schizophrenic-like psychosis 
with a fairly well marked affective element. 
(Sphenoidal electroencephalography was not car- 
ried out). 

Case 3.—Mr. A.G.T.S. Aged 41 years. Sustained 
2 severe head injuries, with a paranoid schizo- 
phrenic-like illness showing clinical and EEG evi- 
dence of temporal lobe epilepsy. The epilepsy com- 
menced when patient was 11 years old, and the 
psychosis 27 years later. The head injuries post- 
dated the onset of epilepsy by 10 and 12 years. 

Case 4.—Miss E.T. Aged 21 years. Temporal 
lobe epilepsy as a result of a complication of 
whooping cough, probably vascular, aged 14 years, 
with a markedly abnormal personality developing 
into a paranoid schizophrenic-like illness. The 
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epilepsy dated from childhood while the psychosis 
was of a little over one year’s duration. 

Case 5.—Miss O.M. Aged 22 years. Epilepsy with 
clinical and EEG evidence suggesting the origin 
in the temporal lobe, developing a paranoid schizo- 
phrenic type of illness. The epilepsy may have 
been post-traumatic, or a doubtful head injury may 
have resulted from an epileptic attack. The epilepsy 
dated from childhood and the psychosis had a dura- 
tion of 5 years. 

Case 6.—Miss F.M.S. Aged 24 years. A typi- 
cally schizophrenic type of psychosis developing in 
a patient with long standing epilepsy clinically very 
suggestive of temporal lobe origin without definite 
EEG proof, but with EEG and AEG suggesting 
the left hemisphere as the source. The epilepsy 
commenced when the patient was 2 years old. The 
psychosis was of 3 years duration. 

Case 7.—Mrs. D.C. Aged 32 years. Clinically 
temporal lobe epilepsy with later EEG evidence of 
temporal lobe foci, developing a paranoid schizo- 
phrenic-like illness with depressive features, within 
a few years of the onset of the epilepsy. 

Case 8—Mr. L.W.H. Aged 43 years. Long 
standing (at least 30 years duration at onset of 
psychosis) epilepsy, temporal lobe in origin on 
clinical and EEG evidence. He developed a paranoid 
schizophrenic-like illness. This case is the nearest 
to a pure paranoid state in the series as the delusions 
tended to be systematised around one idea, but he 
showed definite loss of conceptual thought and in- 
congruity of affect, and therefore is legitimately 
classified with the paranoid schizophrenic group. 


II. Paranoid Reactions—Nil 
Ill. Affective Psychosis 


CasE 9.—Miss F.K.T. Aged 47 years. A chronic 
depressive psychosis in a patient of low intelligence 
with long standing (10 years at the onset of psy- 
chosis) epilepsy of obscure origin—possibly idio- 
pathic. 

Case 10—Mr. J.M.C. Aged 45 years. Chronic 
hypomanic state with religiose and messianic de- 
lusions commencing soon after the onset of epilepsy 
when he was 36 years old. EEG evidence points to 
the epilepsy originating in the temporal lobe. 

Case 11.—Miss B.L. Aged 36 years. Symptomatic 
epilepsy following an undiagnosed (? venous throm- 
bosis) organic lesion of the right side of the brain, 
aged 18 months, developing an affective psychosis 
mainly hypomanic, the delusions and hallucinations 
being mainly concerned with a religious theme and 
including the idea that she had a divine message 
which it was her duty to impart to the world. 


IV. Dementia 


CaAsE 12.—Miss I.S.C. Aged 31 years. An organic 
dementing condition with delusions and hallucina- 
tions developing a few years after the onset of 
epilepsy, aged 17 years. In spite of ventriculogram 
and cerebral biopsy the aetiology remains obscure. 
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A STUDY OF THE TRANSFER OF LONG-HOSPITALIZED PATIENTS 
TO A CONVALESCENT SERVICE 


FREDERICK PHILLIPS, M.D., ano SOPHIA BELLE MAY, M.A.1 


Chronic patients in state mental hospitals 
(however “chronic” may be defined) are 
usually patients who live in wards less ade- 
quately staffed, and consequently less active 
therapeutically and socially, than other wards 
in the hospital. They are, therefore, a group 
about whom less is known during the course 
of hospitalization, than is known of other 
patients. 

In order to learn more about this group, 
72 male patients at Spring Grove State 
Hospital, almost three-quarters of whom had 
been in the hospital from 5 to 45 years and 
all of whom were considered to require pro- 
longed hospitalization, were studied. In ob- 
taining information about the patients, the 
staff also learned something about the func- 
tioning of the hospital. Out of this study 
was born a new conception of the role of the 
mental hospital. 


ORIGIN OF PROJECT IDEA 


Early in the winter of 1952, members of 
the professional staff expressed concern 
about the many inadequacies of the poorly 
defined and organized hospital work pro- 
gram and proposed a study of a small group 
of patients employed in the hospital to obtain 
factual information. 

The area selected for study was a Con- 
valescent Cottage, the first unit to be occu- 
pied of 4 newly erected modern cottages, 
each planned to house about 50 patients. 
They were intended to serve as a convales- 
cent service, a new concept in the hospital’s 
existing architectural and administrative 
scheme. 

Cottage I was opened in November 1952 
with the transfer of male patients from the 
Continued Care Service, where many had for 
years lived in one of two old and over- 
crowded buildings. They were chosen for 
their ability to live on an open ward with a 
minimum of supervision and personal care. 


1 From the Spring Grove State Hospital, Balti- 
more 28, Md. 
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Those who first came to Cottage I then, while 
not truly convalescent, unless one might say 
“chronically convalescent,” had been able to 
maintain at least a minimally independent 
existence within the hospital. 

This cottage was chosen for 2 reasons: 
I. more men than women might be expected 
to be engaged in hospital work assignments 
off the ward; and, 2, it was a group suffi- 
ciently small numerically and segregated 
geographically to separate for study. 


CHANGE IN FOCUS 


Before the study actually began the origi- 
nal idea was expanded to include ways of 
stimulating these patients to become more 
socially active and if possible as a result 
of this experience, to leave the hospital. 

At the end of 2 years, by July 1, 1955, 26 
of the 55 patients considered eligible to leave 
the hospital (as described later in this re- 
port) had done so: 18 in foster care, 9 by 
parole to their families or outright discharge, 
and one by elopement. Of the 26, only 3 were 
again in the hospital July 1, 1955. Not only 
had 52% of those considered able to leave 
actually moved into the community but 25 
of the 26 were economically self-sufficient 
during their convalescent leave. Only one 
patient required tax-supported assistance, 
obtaining an old age assistance grant. 

The immediate, practicable results, en- 
couraging though they were, turned out to 
be less important than the long range effect 
of the ideas precipitated by the project— 
ideas that touched off basic changes in hospi- 
tal thinking. The final report, therefore, is 
written to highlight the impact on the proj- 
ect group of this intimate, concentrated ex- 
perience with chronic patients. Analysis of 
factors influencing patients’ ability to leave 
and to remain out are left to a subsequent 
report. 


STRUCTURE OF THE PROJECT 


Spring Grove State Hospital is the third 
oldest state mental hospital in the United 
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States, with an average in-patient population 
of 2800, distributed at the time the project 
was undertaken in an Admission Building, 
a small proportion in the infirmary and other 
services, but the majority housed in 2 con- 
tinued care services. The new, modern con- 
valescent cottages and a treatment building 
for women patients had just been completed. 

Staff was inadequate but no more so than 
usual in state hospitals. Because Spring 
Grove is close to psychiatric centers in Balti- 
more and Washington and because its super- 
intendent and clinical director provided pro- 
gressive, patient-oriented leadership, the 
hospital had become a training center for all 
related professions: nursing, psychology, so- 
cial work and psychiatry. The staff conse- 
quently was more than usually treatment con- 
scious. A foster care program, therapeutic 
rather than custodial, had been in operation 
since 1941. The social service department 
had already considerable experience with 
long hospitalized patients, but largely those 
who had some motivation to leave and had 
been individually referred. 


STAFF 


The staff engaged in the study consisted 
of a psychiatrist, chief of the men’s con- 
tinued care service, who initially admin- 
istered the convalescent cottages, the nurs- 
ing supervisor of the convalescent service, 
a vocational counsellor from the division of 
vocational rehabilitation, and a case work 
supervisor. The latter devoted half-time to 
this project and served as co-ordinator and 
recorder of its activities. The project began 
February 1, 1953 and continued to July 1, 
1953, where all the staff participants, except 
the nurse, assumed responsibilities else- 
where; no service was, therefore, available 
to the patients after July 1 which was not 
already provided for in the convalescent 
service. 

Cottage I designed for 50 patients, is a 
modern, spacious brick building with some 
double rooms and some small dormitories, 
with its own dining area, seating 4 at a table, 
and several rooms for recreational purposes. 
In size and comfort, it is in dramatic contrast 
to the buildings from which the patients 
came. Before the project officially began, the 


psychiatrist transferred to other buildings 
those patients who were too deteriorated to 
participate actively in cottage activities. In 
their place came 4 patients from the admis- 
sion building, 2 long hospitalized patients 
who were transferred as reward for faithful 
service, and 2 who had been admitted 7 and 
11 months respectively before this transfer. 

The project involved 72 patients, 49 of 
whom were continuously resident in Cottage 
I from February 1 to July 1, 1953. Thirteen 
were transferred to Cottage I between 
February and July, 6 from the continued 
care service and 7 from the admission serv- 
ice. Five of these 7 were admitted after 
January 1, 1953 and had, therefore, a differ- 
ent relation to hospital residence than the rest 
of the group. They were, however, expected 
to require prolonged hospitalization. Eleven 
left the Cottage during these 5 months, 7 to 
live in the community and 4 transferred to 
other buildings. 


METHOD 


The methods developed from actual ex- 
perience and not without fumbling. To pro- 
vide for interchange of ideas and a truly col- 
laborative effort, the staff members met 
weekly during the first month, and there- 
after irregularly. However, there were fre- 
quent conferences between the social worker 
and other members of the team. 

Weekly group meetings were held with the 
patients to give them an opportunity to dis- 
cuss their own ideas about living in the new 
building and to raise whatever problems 
they wished. The meetings, held from Febru- 
ary 3 through May 26, were voluntary with 
an average attendance of 20 to 25. They 
were conducted by the psychiatrist, with the 
social worker serving as participant observer. 

Beginning in March, weekly staff meet- 
ings were held to interview individual pa- 
tients, usually 3 at each meeting. All mem- 
bers of the team participated in these confer- 
ences at which time the history was reviewed, 
the patient interviewed and the thinking of 
the various disciplines pooled to plan for 
further diagnostic or treatment measures. 
In addition, patients had planned individual 
contacts with the staff: 6 with the vocational 
counsellor, 5 with the doctor, 23 with social 
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TABLE 1 


AcE AND LENGTH oF HosPITALIZATION As OF 7/1/53 


workers and 8 with psychologists for testing. 
The social worker recorded the staff plan- 
ning meetings, the patient group meetings 


be 


Length of hospitalization 


and, from all sources, filled out a card on — . 
ss 


than 
2 yrs. 


each patient containing face sheet data, ac- 
tivities in the hospital, staff recommenda- 


5-10 
2-Syrs. yrs. 


10 yrs. 


Total and over 


5 


tions, etc. to be used for statistical reference. 
The psychiatrist dictated a summary of the 
staff conference for the patient’s chart. 


FACE SHEET INFORMATION 


Ages ranged from 18 to 81 but this was 
predominantly an older group (47% over 
50); hospital residence ranged from a few 
months to 45 years (71% more than 5 years, 
53% more than 10 years and 20% more 
than 20 years.) 


DIAGNOSIS 


Fifty-eight per cent (42 patients) were 
schizophrenic, 17% (12) mentally defective 
(not psychotic), 15% (11) chronic brain 
syndromes (lues, Parkinsonism, arterio- 
sclerosis, etc.) and about 10% (7) manic- 
depressive, involutional and reactive depres- 
sions. 


PATIENTS EXPERIENCE AND ADJUSTMENT IN 
THE HOSPITAL 


When the staff inquired about the patients’ 
experience in the hospital, little reliable or 
consistently recorded information was avail- 
able. Nursing notes were meager; and the 
charts often contained only fragmentary 
data. Certain facts like hospital employment, 
other information, and paroles rarely ap- 
peared. From a cursory check, so few charts 
had recent progress notes that a survey was 
made of all the charts to note the date of 
the last progress note prior to February 1, 
1953 (see Table 2). 

The interval between progress notes, prior 
to the last, was also likely to have been 
long (5 to 11 years). The material recorded 
in one chart states in full: 1/15/35—“Works 
as one of the night men in the boiler house. 
Takes little interest in surroundings. Pa- 
tient does not disturb his environment.” 
2/14/42 “Hands well.” In another chart ap- 
peared: 3/12/42—“Foot better.” 1/23/48 
“Blood Wassermann positive.” In still an- 
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. 10 


17 


. 72 


other: 3/2/49 “Infection around nail.” 
1/12/53 “Abscess of molar with general 
anesthetic.” 

As an additional check on the use of the 
patient’s chart, a survey was made of the 
last occasion prior to February 1, 1953 that 
the chart had been signed out of the record 
room. (Records are filed centrally. Three 
years previous to the project a system of 
signing them out had been initiated). 

The charts of 26 patients (36%) had not 
been taken out of the record room in 3 years. 


TREATMENT 


Treatment was defined as specific “psychi- 
atric” therapy: shock treatment of various 
kinds, anti-luetic therapy, occupational ther- 
apy, and individual or group psychotherapy. 
Medical and surgical treatment for physical 
ailments not directly related to the psychiatric 
condition was not included. The data were 
secured from the charts. Hopefully, other 
treatment was given but not recorded. 

From the time of their admission to Febru- 
ary I, 1953, 23 patients had had one or more 
of the specific psychiatric therapies, as de- 
fined above. Fourteen had had a course of 
electroshock therapy, 4 anti-luetic, 13 indi- 


TABLE 2 


Last progress note made within 
* 
p= 


Over 5 
Total lyr. 1-2 yrs. 2-5 yrs. yrs. 


68* 16 15 27 10 
Less than 1 yr. 2 o oO 
4 2 0 
4 3 2 
3 2 8 
3 8 17 
*4 patients admitted after February 1953. 


Length of 
hospitalization 


4 
[Oct. 
Age 
18-29 yrs. ... J 4 I 
: 30-39 yrs. .. =! 3 I 2 4 
40-49 yrs. .. || 3 3 5 12 
50-59 yrs. .. o 2 3 5 
60-79 yrs. I I oO 5 
re I I 3 12 
hes 
4 
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TABLE 3 


Length of 
residence 


Less than 2 yrs.... 
2-5 yrs. 
5 yrs. or more ... 


vidual or group psychotherapy and 10 occu- 
pational therapy. Only 2 patients hospitalized 
over 5 years had received either occupational 
or group psychotherapy. 

If the time during which treatment was 
given is limited to the 5 years immediately 
preceding February 1, 1953, only 15 patients 
(21%) had had psychiatric treatment. The 
length of residence in the hospital of these 
patients is interesting: (See Table 3). 

Contact with Families.—Patients hospital- 
ized longer than the staff expected had re- 
tained contact with their families. Regular 
contact with some family member, even if 
infrequent, was considered as retaining con- 
tact. Eight patients had no known relatives. 
Of the remaining 64, 22 no longer had con- 
tact (see Table 4). 

However, the quality of that contact—re- 
tention of the family as a resource when 
hospitalization ends—seemed to undergo a 
change with the passage of time, the family 
gradually excluding the patient as a family 
member even while continuing interest in 
him. (This is expressed in the way the pa- 
tients did leave. Of the 19 patients retaining 
contact with their families who left by July 
1955, 6 of 7 hospitalized Jess than 5 years re- 
turned to their families while only 3 of 12 
hospitalized more than 5 years did so.) 

Hospital Employment and Privileges.— 
Only little more than one-half of these “open 
ward” patients prior to February 1953 
worked off the ward. (Eleven of these 37 re- 
ceived pay from the hospital ranging from $2 
to $25 a month.) Twenty patients worked 
exclusively on the ward. Fifteen did no work. 


TABLE 4 

Retaining 
Total contact Percentage 
64 42 63 
Less than 5 yrs. .. 19 17 rs) 
More than § yrs. .. 45 25 56 


Length of 
residence 


Some of the patients on the hospital payroll 
had responsible jobs: one as supervisor of 
the hospital print shop, another as relief 
switchboard operator, etc. Three patients 
were working 12 hours, 7 nights a week at 
the power house. Others had been operating 
for years in jobs well below their present 
potential. 

All 72 patients transferred to Cottage I 
were presumed well enough to handle ground 
privileges and the doors were left unlocked. 
However, 8 never left the ward, 27 remained 
on the hospital grounds (24 of these had 
never asked for greater freedom) and 37 
occasionally or frequently made trips into 
nearby towns. 

Previous Residence in the Community.— 
Five patients had been placed in foster care 
and 4 paroled to their families at some time 
prior to 1953. They had remained out from 
10 to 228 days. Nine others had previously 
been referred to social service for help in 
making plans to leave but all declined the 
opportunity to return to the community. 

Ward Adjustment.—The patients had 
been selected for the cottage because they 
were considered able to live with others with 
only minimal supervision. Although their 
behavior varied from seclusiveness, with con- 
siderable psychotic preoccupation, to a fair 
degree of social integration, the general at- 
titude was of human beings living quite 
separately from one another. Watching TV 
was the major leisure-time activity. About 
12 went to the hospital movies and dances. 
About the same number regularly read news- 
papers and magazines but few books. Gar- 
dening occupied 4 and a few played ping- 
pong or worked on jig-saw puzzles. 

Ability to Live Outside the Hospital_— 
Although many patients functioned in rou- 
tine fashion, often below their actual capac- 
ity and with little stimulus for change pro- 
vided, many were making a marginal or 
better adjustment to the social demands 
within the hospital, social demands at least 
resembling the expectation of the outside 
world. But for few did this ability seem to 
create any wish to leave. Up to this point, 
the staff had used the usual criteria for parole 
planning: the patient’s capacity to function 
adequately within the hospital in terms of the 


No. of a 
patients 
treated 
Sore, rated 
Total 5 yrs. treated | 
72 15 66 
12 10 83 i 
51 
| 
4 
i 
| 
# 
| 


348 


TRANSFER OF CHRONIC PATIENTS TO CONVALESCENCE 


[ Oct. 


resources outside in family or community 
for his care, and the degree of the patient’s 
motivation to leave. 

These criteria resulted in all too familiar 
half-answers as reasons against parole for 
many of the 72 patients. For instance, the 
staff found themselves saying, “These men 
are too afraid to leave,” or ‘“No one would 
give him a job,” or “That patient’s sister 
does not want him to leave.” The “essential” 
seemed to the group to lie in the “definition” 
of the hospital itself as a treatment and/or 
protective service for the mentally ill. 

The facts so far indicated that treatment, 
in any active sense at least, had seemed to 
diminish drastically with the years in the 
hospital. As a matter of fact, the longer the 
patient was in the hospital, the less likely 
was the staff to know much about him. The 
pattern bears a suggestive correlation to the 
parole probability figures of the National 
Institute of Mental Health.? 

The staff, then, shifted the criteria of 
parole readiness from the patient’s resources 
to the appropriateness of hospitalization as 
a service and reformulated the questions. Is 
the patient dangerous to himself or others? 
is he likely to benefit either from the treat- 
ment available in the hospital or from the 
protection it affords? If not, then he should 
not be in the hospital. 

With these new criteria, the psychiatrist, 
nurse and social worker without consulta- 
tion with each other each compiled a list of 
patients able to live outside. The social 
worker listed 50 patients who could leave, 
the doctor 55 and the nurse 60. When the 
lists were compared, there was agreement re- 
garding about 47 patients. Each had a few 
patients also on another’s list; each had a 
few on no other list. (Interestingly, no pa- 
tient had left the hospital 2 years later who 
was not originally on all 3 lists.) 

The staff group agreed, after discussion, 
on 55 patients able, on the basis of this new 
formula, to leave the hospital. It was not 
assumed, of course, that these patients could 
return to the community without consider- 


2 Facts and figures about mental illness and other 
personality disturbances. Bethesda, Md.: Natl. Inst. 
of Mental Health, April 1952. 


able help from their families or through 
foster care program. Nor was it assumed 
that any appreciable number, at this late date 
in their lives, would choose to make the at- 
tempt, even with help. The implications of 
this review were, however, startling. Fifty- 
five of 72 patients, or 76%, no longer re- 
quired hospitalization. How much more 
could existing hospital facilities achieve for 
the 24% still requiring hospitalization if 
time and energy were not expended on the 
other 76%. 


OUTCOME OF PROJECT 


Of the 55 patients considered able to leave, 
only 7 were immediately interested and left 
the hospital by July 1, 1953. Eleven de- 
murred but thought they might be willing to 
leave later. (By July 1955, 10 had left and 
the last was well on the way.) But 37 out 
of 55 (66%) rejected the idea. They were 
too frightened to talk about it or they said, 
“T have too much to lose. I can’t expect to 
have it so good outside.” Or “Why didn’t 
you ask me 10 years ago?” (By July 1955, 
g did, after all, leave—s5 died. None of the 
5 admitted after 1/1/53 left.) 

As the project progressed there was notice- 
able improvement in about 70% of the pa- 
tients with greater sociability and more re- 
laxed and pleasant contacts with personnel. 
Those patients working 7 nights weekly 
were given 2 days off each week and im- 
provement in their ward adjustment was 
noted. 

Much was left undone. The fact that the 
project was time-limited rather than a con- 
tinuing service has itself certain serious im- 
plications. If, as it seemed to the staff, the 
major gain was the fact that 72 patients be- 
came individualized, many for the first time 
in years (with the possibilities this created 
for thoughtful planning, stimulation—and 
hope—for patients and staff), the gain itself 
is a sad commentary on how much is lost 
on countless chronic wards where such at- 
tention is not available. 

Within the limitations imposed on the 
majority of state hospitals, what might be 
done to prevent this waste in human life 
and productivity ? 
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WHAT MAKES PATIENTS “CHRONIC?” 


In spite of the fact that the number of 
patients in this study is small, the informa- 
tion obtained cursory and the methods of 
intervention used pathetically meager, never- 
theless, the thoughts provoked by the experi- 
ence may have some validity for others con- 
cerned with long hospitalized patients and 
have at least been suggestive to the hospital 
in which the study occurred. 

Tentatively, chronicity might be described 
as an impaired but relatively stable level of 
adjustment existing over an extended period 
and involving, finally, an unwillingness or 
inertia about effecting any change. Mental 
illness may be chronic without necessitating 
hospitalization at all or remain chronic fol- 
lowing hospitalization, impairing as it so 
often does the individual’s ability to get along 
with others. 

Mental illness may be chronic at a much 
lower level of adjustment than was true of 
the patients in Cottage I. But even with resid- 
ual symptoms, prior experience in the foster 
care program at Spring Grove indicates 
many such patients can maintain a satisfy- 
ing life outside the hospital walls. 

Precisely because many of the patients in 
Cottage I were able to function in relation 
to job, social activity and living with others, 
although sometimes in a minimal fashion, 
the question arises as to whether this is 
chronicity in a medical or, primarily, in a 
social sense, having less to do with the course 
of the illness and more to do with the way 
these men lived together, for a considerable 
time, in a particular kind of community— 
the mental hospital. 

Facts about progress notes, psychiatric 
treatment and contact with family for these 
72 patients do suggest that after 2 years, 
hospital activity in connection with the pa- 
tient’s recovery begins to ebb and a substan- 
tial difference is apparent after 5 years. 

Timing is undoubtedly an important factor 
in the delicate balance between the patient’s 
and family’s satisfaction and dissatisfaction 
with living in Spring Grove as an accepted 
and, finally, an essential way of life. 

Satisfaction with life in the hospital, espe- 
cially when it compares favorably to what 


may be available outside, is a necessary in- 
gredient. New buildings, active recreation 
programs, etc., may even deepen this pattern 
for many without sufficient staff or a com- 
munity-pointed convalescent program. 

The loss of identity as an individual plays 
a large part in furthering chronicity. Limited 
staff, over-crowded buildings, the inaccessi- 
bility of records, as well as the patients’ own 
desire to remain unnoticed promote a pro- 
tective kind of anonymity. Even for those 
patients who call themselves to the staff's at- 
tention as “nuisances,” “amusing characters” 
or “helpful souls,” personal identity is lost 
in the stock roles they play. 

The staff’s own expectation is probably 
one of the most telling factors in this whole 
problem, an expectation absorbed into pa- 
tient mores and circulated back to the staff. 
Spring Grove, as well as other state hospi- 
tals, seems to be in a transition between 2 
hospital “cultures :” the old concept of asy- 
lum with its function of protective custody, 
and the new concept of temporary care dur- 
ing a specific treatment program. One cul- 
ture is emerging from but has not yet dis- 
placed the other. 

The patients described in this project span 
these 2 philosophies. Many began their 
hospitalization during the “asylum” period. 
They were cared for, even if the quality of 
care was sometimes deplorable. Conformity 
to hospital mores resulted, after a period of 
years, in stagnation—witness the progress 
note, “Patient does not disturb his environ- 
ment,” which was not followed by a referral 
to social service for help in leaving. Today, 
more than likely, such referral would result. 
Patients, faced by this inexplicable change in 
hospital attitude, express themselves resent- 
fully, “I’ve worked for the hospital for 20 
years ; now they want to get rid of me.” Or, 
as one patient, disturbed by the suggestion he 
leave, rushed to the superintendent to com- 
plain, “I was born and raised in Main Build- 
ing [an old chronic service] don’t let them 
take me away!” 

For many years the hospital will have resid- 
uals from this generation of “chronics.” 
Slowly, ways may be found to help some of 
these “frozen” ones to leave but, more im- 
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portant, ways may be found, need to be 
found, to avoid creating future generations 
of such patients. 


SUMMARY 


For five months a staff group of psychi- 
atrist, social worker, nurse and vocational 
counsellor worked closely with a group of 
72 male patients, about 75% of whom had 
been hospitalized more than 5 years but who 
were currently able to maintain, with little 
supervision, a minimal social level of adjust- 
ment at least. The patients had recently been 
transferred from old buildings to a modern 
convalescent cottage. Twenty-six patients, 
who might otherwise have stayed indefinitely, 
did leave but 29 others—or a total of 55 pa- 
tients of the 72—actually were no longer re- 
ceiving any active benefit from hospitaliza- 
tion. A_ differentiation seemed pertinent 


between chronicity of the illness itself and 
social chronicity in which the individual be- 
comes adapted to a routine level of social 
functioning below his actual capacity. The 
culture of the state hospital seems to invite 
chronicity in the latter sense. 

The study indicates some of the threads in 
this pattern—often implicit rather than ex- 
plicit. Chief among them is perhaps the old 
conception of the state hospital’s function to 
give shelter indefinitely to those for whom 
no obviously better plan is available in the 
community and who are not motivated to try. 

The study suggests a concept of hospi- 
talization limited to the continuing appro- 
priateness of that service in terms of treat- 
ment and/or protection and some of the 
administrative means by which the social 
adjustment of the patient might then be 
stimulated to keep pace with the expectation 
of future plans to live outside. 
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EFFECTIVE UTILIZATION OF ELECTRIC CONVULSIVE 
TREATMENT 


PETER F. REGAN, M.D.1 


Some of the problems involved in the 
correct timing of the use of insulin and 
electric convulsive treatments have recently 
been clarified by Hill(3). Greaves, et al(2) 
have demonstrated the specific psychopatho- 
logic situations in schizophrenic reactions in 
which insulin treatment works most effec- 
tively. It is the purpose of this report to 
delimit the psychopathologic situations in 
which electrically induced convulsions may 
be expected to produce satisfactory or un- 
satisfactory results. When these results are 
joined with those of current investigations 
of the effectiveness of chlorpromazine and 
other pharmacologic treatments, it is hoped 
that the varied physical treatment tools avail- 
able to the psychiatrist may be used in effi- 
cient, complementary fashion. 


CASE MATERIAL AND METHODS 


This report is an analysis of 200 unselected 
cases that received electric convulsive treat- 
ment (ECT) at the Payne Whitney Psychi- 
atric Clinic. For the past 10 years, ECT 
has been used as a symptomatic adjunct to 
psychotherapeutic treatment. For the most 
part, it has been administered to relieve de- 
pressions or to control excitements. In such 
instances, ECT was introduced after a psy- 
chotherapeutic relationship had been estab- 
lished, when the symptoms interfered with 
further psychotherapeutic progress ; the tim- 
ing of ECT administration was, therefore, 
usually similar to that described by Hill(3). 
In some instances, severe excitements forced 
the use of ECT at an early stage in treat- 
ment, or ECT was used as a last resort in 
chronic illnesses. 

When used in depressions, ECT was ad- 
ministered twice a week, and when used in 
excitements, it was administered daily for 
a series of 2 to 5 treatments. Atropine sul- 


1From the Department of Psychiatry, Cornell 
University Medical College and the New York 
Hospital (Payne Whitney Psychiatric Clinic), New 
York City. 


phate 0.6 milligrams was administered one 
hour before treatment. On a few occasions, 
curare or tubocurarine was used with ECT ; 
this study does not include patients treated 
with succinylcholine. The convulsion was 
produced with the use of 60-cycle alternating 
current delivered through bitemporal elec- 
trodes by standard Medcraft ECT machines 
(Models B2 and B24). The voltage ranged 
from 100 to 160 volts, and the current was 
applied for 0.1 second to 0.6 second. The 
figures in this report refer to treatments ad- 
ministered; occasional missed convulsions 
are counted as treatments. 

In the analysis of case material which 
follows, most terms are self-explanatory. 
The term “psychopathologic condition” re- 
fers to the characteristics of the patient’s 
emotional, intellectual, and behavioral state 
at the time ECT was administered. The psy- 
chopathologic condition is determined in ac- 
cordance with the principles outlined by 
Diethelm(1) which involve a synthesis of the 
observable personal and social functioning 
with a thorough knowledge of the conscious 
and unconscious dynamic significance of the 
functioning for the individual. 

Degree of improvement has been deter- 
mined by the application of the following 
criteria: a patient was considered unchanged 
if illness was not improved in any observ- 
able fashion; mild improvement indicates 
that symptoms decreased to the extent that 
he could live with slightly increased com- 
fort in a hospital setting ; moderate improve- 
ment indicates that a patient was still par- 
tially incapacitated by symptoms; marked 
improvement indicates that the patient 
achieved freedom from symptoms. Improve- 
ment rates have been determined for the 
patient’s condition at termination of the first 
or the only course of ECT, and at discharge. 
For all determinations, the author has relied 
on personal contact, examination of clinical 
records, and the personal evaluation of the 
clinic’s psychiatrist-in-chief. 
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RESULTS 


Identifying Characteristics —The sex 
tribution of the 200 patients (131 female, 
69 male) was in accordance with over-all 
hospital distribution. As is commonly the 
case in voluntary hospitals, protective en- 
vironments had delayed hospitalization of 
many women, and more of them had chronic 
illnesses ; this factor must be considered in 
evaluating the finding that the men had a 
better improvement rate than the women 
(Table 1) at the time of termination of ECT 
(92.8% vs. 82.5%) and at discharge 
(85.5% vs. 62.5%). An acute onset is as- 
sociated with better outcome than is gradual 
onset at termination of ECT 94.8% vs. 
80.7% ) and at discharge (82.9% vs. 67.3% ). 
Similarly, illnesses of less than one year’s 
duration have a better improvement rate at 
termination of ECT (92.5% vs. 761.1%) 
and at discharge (79.5% vs. 61.1%). 

With 100 patients under 40 and 100 pa- 
tients between 41 and 79 years of age, it is 
clear that the older group improves more 
than the younger at termination of ECT 
(92% vs. 80%) and at discharge (82% vs. 
65%). The great majority of the younger 
patients, however, were those with schizo- 
phrenic reactions, many gradual in onset and 
chronic in nature; it seems doubtful, there- 


TABLE 1 


Factors IN IMPROVEMENT 


1. Identifying characteristics 


of ECT 
Patients improved 
at discharge 


Patients improved 
at termination 


Character- 
istics 


108 (82.5%) 
64 (92.8% ) 


50(75.7%) 
30(88.2% ) 
92 (92.0% ) 


72(94.8%) 
100(80.7% ) 


88 (62.5% ) 
59(85.5%) 
43 (65.1% ) 
22 (64.7% ) 
82(82.0% ) 


63 (82.9% ) 
84 (67.3%) 


106(79.5% ) 
41 (61.1%) 


147 (73-59%) 


10-29 years 
30-39 years ... 
40-79 years 


Duration of illness 
Less than 1 year. 
More than 1 year. 


121(92.5%) 
51(76.1%) 


172(86%) 


fore, that age in itself has such a significant 
effect. 

Treatment Characteristics—Most patients 
remained in treatraent in the hospital from 
3 to g months (Table 2). The duration of 
hospitalization was not reflected in the ef- 
fectiveness of ECT, all lengths of stay being 
associated with similar improvement rates at 
the termination of ECT ; those patients who 
needed to remain longer than 6 months, how- 
ever, had a poorer outcome at time of dis- 
charge. 

ECT was administered to 102 patients 
with 3 months, to 68 with 3 to 6 months, and 
to 30 with more than 6 months of hospitaliza- 
tion. One hundred sixty-eight patients re- 
ceived one course of ECT, 28 received 2 
courses, 2 received 3 courses, and 2 received 
4 courses. The total number of treatments 
administered to a single patient ranged from 
I to 37 (Table 2), most patients receiving 
5 to 12 ECT. No significant differences may 
be observed in improvement at termination 
of ECT except for those patients who re- 
ceived less than 5 treatments. On the other 
hand, those who required only 5 to 8 ECT 
had a better improvement rate at discharge 


TABLE 2 


Factors IN IMPROVEMENT 


2. Treatment characteristics 


at termination 
of ECT 
at discharge 


patients 
Patients improved 


Patients improved 


Character- 
istics 


Duration of admis- 

sion (days) 
20( 86.9% ) 
60(77.9% ) 
38 (69.0% ) 
14(70.0% ) 
15 (60.0% ) 


13(59.0% ) 
62(83.7%) 
35(74-4%) 
18(72.0% ) 
19(59.3% ) 


21 (91.3%) 
67 (87.0% ) 
44 (80.0% ) 
18 (90.0% ) 
22(88.0% ) 


12(54.5%) 
66 (89.0% ) 
43 (91.4% ) 
23 (92.0% ) 
28 (82.5% ) 


Weight change with 
ECT 


97 (81.5%) 
19(73.0% ) 
5(55.6%) 


110(92.4% ) 
22(84.6% ) 
5(55.6%) 


Weight gain ... 119 
Weight loss . 

No change 

Not known .... 
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(83.7% ) than did those who required more 
ECT ; those who required more than 16 ECT 
had a lower improvement rate at discharge 
(59.3%) than any other group with more 
than 4 treatments. 

Subcoma insulin treatment was given in 
conjunction with ECT in 25 instances, 17 
in patients with paranoid schizophrenic re- 
actions ; the improvement rates are not sig- 
nificantly different when results are com- 
pared. Weight change was studied in 154 
patients (Table 2); an increase in weight 
during treatment was associated with great- 
est rate of improvement (92.4% at termina- 
tion of ECT and 81.5% at discharge) ; de- 
crease in weight was associated with poorer 
results (84.6% at termination of ECT and 
73.0% at discharge) ; no change of weight 
was associated with the poorest percentage 
of improvement (55.6% at termination of 
ECT and at discharge) in the 9 patients in 
whom it was observed. 

Diagnostic Categories —ECT was admin- 
istered to 62 patients with depressive reac- 
tions (7 of these occurred below age 40, and 
5 were part of a manic-depressive reaction), 
7 patients with manic excitements, 85 with 
schizophrenic reactions, 17 with paranoid 
reactions, 20 with psychoneurotic reactions 
with depression, and g patients with other 
conditions (such as confusional state, and 
epilepsy ). 

Marked deviations from the over-all ef- 
fectiveness of ECT become apparent when 
the effect of treatment in these diagnostic 
categories is considered (Table 3). The 
improvement rates for the entire group are 
86% at termination of treatment and 73.5% 
at discharge. Patients with affective dis- 
orders, paranoid reactions, and psychoneu- 
rotic reactions with depression, however, 
have improvement rates of 95.1%, 94.1%, 
and go%, respectively, at termination of 
treatment ; similarly they have improvement 
rates of 86.9%, 76.4%, and 85%, at dis- 
charge. In contrast, the patients with schizo- 
phrenic reactions show improvement rates 
of 80% at termination of treatment and 
61.1% at discharge. Even with the group of 
schizophrenic patients, there is wide variation 
in accordance with diagnostic sub-categories, 


TABLE 3 
Factors IN IMPROVEMENT 


3. Diagnostic characteristics 


Patients improved 
at termination 
of ECT 

Patients improved 
at discharge 


Number of 
patients 


Character- 
istics 
Affective disorders 


Depressive reac- 


nN 


59(95.1%)  54(87.0%) 
Manic excite- 
ments 7 (100% ) 6(85.7%) 
Schizophrenic reac- 
tions 


Paranoid 41 34(82.90%)  24(58.4%) 


Catatonic excite- 
16 13(81.2%) 11(68.7%) 
Catatonic stupor. 5 5 (100% ) 4(80.0% ) 
Simple and hebe- 
phrenic 23 +16(60.5%) 13(56.5%) 
Paranoid reactions. 17 16(94.1%)  13(76.4%) 
Psychoneurotic re- 
actions with 
depression... 20 18(90.0%)  17(85.0%) 
Other 4(44.4%)  5(55.5%) 


200 172(86%)  147(73.5%) 


and a lack of consistency between results at 
termination of treatment and at discharge. 
Emotional Status—When the emotional 
status of the patient is considered, a similar 
deviation from over-all improvement rates 
is apparent. A total of 111 patients in all 
diagnostic categories received ECT when 
the predominant emotional state was depres- 
sion; these patients had improvement rates 
of 91.8% at termination of treatment, and 
81.9% at discharge (Table 4). Further in- 
vestigation revealed deviations from this pat- 
tern, depending on what other psychopatho- 
logic condition or emotion was most promi- 
nently associated with depression. For the 
81 depressed patients whose most prominent 
secondary characteristic was paranoid fea- 
tures, anxiety, agitation, fear, or marked 
sexual disturbance, the improvement rates 
were 97.5% at termination of treatment and 
91.3% at discharge. For the 30 patients 
whose most prominent secondary character- 
istic was hostility (including aversion and 
negativism), guilt, or body overconcern, the 
improvement rates were 76.6% at termina- 
tion of treatment and 56.6% at discharge. 
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TABLE 4 


Factors IMPROVEMENT 
4. Psychopathological condition—depression 


Condition 
Depression as- 
sociated with: 


Paranoid features . 23 
(A-21, PN-1, 
O-1)* 

Anxiety or agita- 


29( 96.67%) 


Patients improved 
at termination 
at discharge 


Patients improved 


Number of 
patients 


22(95.6%)  22(95.6%) 


28 (93.3% ) 


17(100%) 15(88.2%) 


Sexual content . 
(A-2, PS-4, 
PR-3, PN-2) 
Hostility 


11 (100%) 9(81.8% ) 


14(77.7%)  10(55.5%) 


7(87.5%)  5(62.5%) 


2(50%) 2(50%) 


91 (81.9% ) 


* A—Affective reactions; NPS—Non-Paranoid  schizo- 
hrenic; O—Other; PN—Psychoneurotic reaction; PR— 
Poranaié reaction; PS—Paranoid schizophrenic reaction. 


102(91.8%) 


In the remaining 89 patients, whose pre- 
dominant emotional state was not depression, 
the improvement rates were 78.6% at termi- 
nation of treatment, and 62.9% at discharge. 
In 61 of these patients, certain psychopatho- 
logic conditions were predominant (Table 
5), of which, only fear and marked sexual 
disturbance appear to afford better improve- 
ment, with respective rates of 92.3% and 
80% at termination of treatment, and 69.2% 
and 73.3% at discharge. Hostility would 
seem to indicate a good initial response to 
ECT, with a rate of 84.6% at termination of 
treatment, but a poor eventual result, with a 
rate of 53.8% at discharge. With anxiety 
and fixed conditions with little affect, results 
seem poor. 

Interaction of Diagnostic Category and 
Psychopathologic Condition—The signifi- 


TABLE 5 


Factors IN IMPROVEMENT 


4. Psychopathologic condition other than depression 


Patients improved 
at termination 
of ECT 


Patients improved 
at discharge 


Condition 
Sexual content ... 
(PS-6, NPS-1, 
CE-8)* 
Hostility 
(PS-10, NPS-a2, 


12(80% ) 11 (73.3%) 


11(84.6%)  7(53.8%) 


12(92.3%)  9(69.2%) 
(PS-8, NPS-1, 
CE-1, CS-1, 
PR-1, O-1) 

Anxiety 
(PS-1, NPS-6, 
CE-1, CS-2) 
Fixed, with little 


7(70%) 4(40%) 


4(40%) 4(40% ) 


46(75.4%)  35(57.3%) 


* CE—Catatonic excitement; CS—Catatonic stupor; NPS 
—Non-Paranoid_ schizophrenic; O—Other; PR—Paranoid 
reaction; PS—Paranoid schizophrenic reaction. 


cance of the psychopathologic condition on 
the results within a diagnostic category may 
be illustrated by the results with depressive 
reactions (Table 6). For the 51 patients 


TABLE 6 
Factors IN IMPROVEMENT 


5. Interaction of diagnostic category and psycho- 
pathologic condition 


Diagnosis and 
condition 


Affective reaction 

a. Depression 
with paranoid 
features, anx- 
iety, agitation, 
fear or sexual 
content 

b. Depression 
with hostility, 
guilt, or body 
concern 


Patients improved 
at termination 
of ECT 

Patients improved 
at discharge 


51(100%)  48(94.1%) 


8(72.7%) 
59(95.1%) 


6(54.5%) 
54(87.0%) 
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tion........ 
(A-19, PS-2, 
NPS-4, PR-2, 
PN-4, O-1) 
Fear ..........--- 17 
(A-11, NPS-1, 
PR-2, PN-3) 
affect ........ 10 
ys (A-6, PS-3, (PS-3, NPS-4, 
NPS-1, PR-3, PR-2, O-1) 
Guilt ............ Totals ....... 61 
(A-3, PS-1, 
PN-4) 
Body concern ..... 4 
(A-2, PS-1, 
Totals .......§_ 
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whose depression was associated with para- 
noid features, anxiety, agitation, fear, or 
sexual content, the improvement rate at 
termination of ECT was 100%, and at dis- 
charge was 94.1%. In contrast, the 11 pa- 
tients whose depression was associated with 
hostility, guilt, or body concern had improve- 
ment rates of only 72.7% at termination of 
treatment, and 54.5% at discharge. The lat- 
ter 11 patients accounted for 5 and the for- 
mer 51 patients accounted for 3, of the total 
of 8 patients who did not improve. 

This significance may be further examined 
by studying the degree of improvement 
among the 51 patients whose depression was 
associated with paranoid features, anxiety, 
agitation, fear, or sexual content; 33 
(64.7% ) had achieved marked improvement 
at termination of treatment, and 35 (68.6% ) 
at discharge. In contrast, among the 11 pa- 
tients whose depression was associated with 
hostility, guilt, or body concerns, only 2 
(18.1%) had achieved marked improvement 
at termination of treatment, and 3 (27.2%) 
had at discharge. 


DISCUSSION 


Increasing experience with the newer 
pharmacologic methods of treatment indi- 
cates that no one of these drugs is universally 
applicable. Like electric convulsive treat- 
ment and other physical methods, they oper- 
ate most effectively within certain spheres 
of psychopathology. Moreover, they share 
with other physical treatments the quality 
of acting symptomatically. When they are 
viewed in the broad field of physical treat- 
ment in psychiatry, therefore, it would seem 
inadvisable to attempt to supplant one physi- 
cal treatment with another, or to regard any 
treatment yet developed as being fundamen- 
tally curative. Instead, each physical method, 
old and new, should be studied most inten- 
sively, in order to determine the specific situ- 
ations in which each will work most effec- 
tively, and the time at which it can most 
effectively be integrated into a psychothera- 
peutic regimen. 

If specific situations in which the differ- 
ent physical treatments offer maximal help 
are to be delineated, it seems apparent that 
the use of diagnostic categories to describe 
illness is not enough; the fact is that all 
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schizophrenic reactions, or all depressions, 
are not identical. Instead, increasing atten- 
tion must be paid to the dynamic psycho- 
pathologic state of the patient. It is well 
recognized that the same emotions, attitudes, 
and symptoms occur in different diagnostic 
categories. Thus, hysterical features may be 
found in psychoneuroses, schizophrenic, and 
affective reactions, as may anxiety, or de- 
pression. Extensive psychoanalytic investi- 
gations have revealed that such psycho- 
pathologic conditions have specific dynamic 
and therapeutic characteristics. Investiga- 
tions have also revealed, however, that the 
major diagnoses have equally specific dy- 
namic and therapeutic characteristics. The 
qualities of the psychopathologic condition, 
therefore, will be merged with those of the 
diagnostic category. The result of this mix- 
ture will determine the therapeutic availabil- 
ity, the prognosis, and the optimal treatment 
of the individual patient. 

It was the purpose of this study to deter- 
mine whether or not an investigation of this 
interaction would contribute to a more ef- 
ficient utilization of ECT, and would indi- 
cate its place in the armamentarium of psy- 
chiatric treatment. The findings require sub- 
stantiation and extension with larger groups 
of patients. At this point, they confirm the 
impression that ECT will be most effective 
in those illnesses whose predominant feature 
is depression, but indicate clearly that this 
effectiveness is modified by the diagnostic 
category and the associated psychopathologic 
findings. Thus, greater effectiveness is 
achieved in affective reactions, less in para- 
noid and psychoneurotic reactions, and least 
in schizophrenic reactions. A similar differ- 
ential effectiveness obtains for psychopatho- 
logic conditions: depression associated with 
paranoid features, anxiety, fear, agitation, 
or sexual content will respond to ECT with 
far better results than will depression as- 
sociated with hostility, guilt, or body con- 
cern. Maximal effectiveness is achieved when 
depression with the first group of associated 
conditions is found in a patient with an af- 
fective reaction. 

If depression is not present, diagnostic 
category and psychopathologic condition still 
modify the results of ECT. Fear and sexual 
content augur good results, while anxiety or 
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fixed conditions make a poor result likely. 
Even within schizophrenic reactions, cata- 
tonic stupors and excitements associated with 
fear or sexual content will respond well. In 
each of these conditions, however, the differ- 
ence between improvement rates at termina- 
tion of ECT and at discharge is a striking 
indicator of the fact that ECT remains a 
symptomatic treatment, and that ultimate re- 
sults depend on the total therapeutic situa- 
tion. 

When the differential effectiveness of ECT 
is compared with that of chlorpromazine, 
some therapeutic possibilities begin to appear. 
Chlorpromazine has proven most effective 
in relieving hostility, whether with or with- 
out depression ; initial studies at this clinic 
indicate that it may be possible to use chlor- 
promazine to control hostility until psycho- 
therapy has relieved its pressure, and that 
ECT may then be useful if indicated for 
treatment of depression. Similarly, the ap- 
parent effectiveness of meprobamate in re- 
lieving anxiety may prevent the need for 
using ECT in its presence. If we are to 
utilize some of these leads, however, it would 
seem imperative that there be further inten- 
sive studies of the differential effectiveness 
of each physical treatment. 


SUMMARY 


This study is concerned with the effective- 
ness of ECT as an adjunct to the psycho- 


therapeutic treatment of 200 patients. It is 
found that effectiveness depends both on 
diagnostic entity and psychopathologic state. 
Thus, affective disorders responded best to 
ECT ; paranoid reactions and psychoneurotic 
reactions with depression responded well ; 
and schizophrenic reactions poorly. Influ- 
encing these results, however, was the fact 
that depression associated with agitation, 
anxiety, fear, or sexual content yielded better 
results, and depression associated with hos- 
tility, guilt, or body concern yielded poor 
results, in each diagnostic category. In the 
absence of depression, fear and sexual con- 
tent yielded good results, and hostility, anx- 
iety, and fixation yielded poor results. Opti- 
mal efficiency was obtained only when ECT 
was indicated by both diagnosis and psycho- 
pathologic state. 

It seems essential that information about 
differential effectiveness be determined for 
each of the physical treatments available in 
psychiatry. Only thus will it be possible to 
achieve maximum effectiveness and comple- 
mentary utilization of these treatments. 


BIBLIOGRAPHY 


1. Diethelm, O. The Psychopathologic Founda- 
tion of Psychiatry (To be published). 

2. Greaves, D. C., Regan, P. F., and West, L. J. 
Am. J. Psychiat., 112 : 135, 1955. 

3. Hill, L. B., and Patten, J. D. Am. J. Psychiat., 
113: 60, 1056. 


af 
ie 
Me 
A 
i 
+ 
| 
a 


SENSORY DEPRIVATION 


A ReEvIEW 


PHILIP SOLOMON, M.D.,} P. HERBERT LEIDERMAN, M.D.,2 JACK MENDELSON, M.D.,5 ano 
DONALD WEXLER, M.D.‘ 


It has long been know through autobio- 
graphical writings that explorers and ship- 


wrecked individuals who undergo isolation: 


for many days may suffer curious mental 
abnormalities. In recent years it has been 
found that prisoners-of-war exposed to 
“brainwashing” may experience similar 
fates. Since perceptual and sensory depriva- 
tion seem to be basically involved in each 
instance, a number of investigators have be- 
gun to approach the subject experimentally. 
This article is a critical review of some of 
the most pertinent autobiographical, “brain- 
washing,” and experimental data. 


AUTOBIOGRAPHICAL REPORTS OF ENVIRON- 
MENTAL STRESS 


Admiral Byrd(1) wanted “to taste peace 


. . » quiet and solitude long enough to find 
out how good they really are.” He spent 6 
months alone in the Antarctic. Dr. Alain 
Bombard(2), who wished to prove that ship- 
wrecked people could survive at sea for an 
indefinite length of time, sailed alone across 
the Atlantic Ocean for 65 days on a life 
raft, subsisting solely on what food he could 
get from the sea. Both men, dedicated scien- 
tists, reacted to their isolation and loneliness 
in almost identical fashion. The lack of 
change in their environment caused a mo- 
notony which was oppressive, and they felt 
themselves drawing deeply into themselves 
for emotional sustenance. 

Both explorers found that while their 
lives were threatened daily by the hazards of 
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their milieu, it was the constancy of their sur- 
roundings which seemed like a force which 
would destroy them. Both men felt that they 
could control themselves and their environ- 
ment only by thoroughly organizing their 
days, assigning themselves to a strict routine 
of work, and spending no more than one 
hour at a time doing a task. In this way, 
each felt he proved to himself that he could 
control both himself and his environment. 

After 3 months alone, Admiral Byrd 
found himself getting severely depressed. 
He felt a tremendous need for “stimuli from 
the outside world,” and yearned for “sounds, 
smells, voices and touch.” Bombard, too, 
“wanted terribly to have someone . . . who 
would confirm any impressions, or better 
still, argue about them . . . I began to feel 
that . . . I would be incapable of discern- 
ing between the false and the true.” Both 
men used the same mechanisms to fight off 
depression : controlling their thoughts, dwell- 
ing only on pleasant past associations and 
experiences and refusing to allow themselves 
to think about the anxiety-producing aspects 
of their situations. 

Hallucinations and delusions as well as 
depression and anxiety play a prominent part 
in the accounts of other individuals under 
severe stress and isolation. Christine Ritter 
in her very sensitive document, “A Woman 
in the Polar Night,”(3) reported that at 
various times she saw a monster, and heard 
ski strokes on the snow where no one was 
evident. Pseudo-hallucinatory experiences 
occurred in which the “imprisoned senses 
circled in the past, in scenes without spatial 
dimensions,” and at one point during the long 
arctic night she experienced depersonali- 
zation to the extent that she thought she and 
her companions were “dissolving in moon- 
light as though it were eating us up. The 
light seemed to follow us everywhere,” and 
“neither the walls of the hut nor the roof 
of snow can dispel my fancy that I am moon- 
light myself.” The Spitzbergen hunters 
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used the terms rar (strangeness) to describe 
these experiences. They are reported by 
many who spent the winter in polar regions. 

In discussing the effects of being alone in 
the Arctic (she would be alone for periods 
up to 16 days) Mrs. Ritter makes the inter- 
esting observation that 


the extraverts among those who spend the winter 
here will always intrinsically create for themselves 
a sphere of activity and hence a sphere of reality, 
which will save them when no impulse comes from 
without, Those who find their pleasures in medita- 
tion, will withdraw into themselves, into regions 
of astonishing brightness; but those who are ac- 
customed to yield to their inclination to idleness 
run the great danger of losing themselves in nothing- 
ness, of surrendering their senses to all the insane 
fantasies of overstretched nerves. 


In 1943 Jan Baalsrud(4), a Norwegian 
soldier saboteur, while fleeing from the 
Nazis, spent 27 days alone on a mountainous 
plateau where he had to be left by friends 
who had rescued him. Because of frostbit- 
ten feet, he was unable to move from his 
sleeping bag. For at least 20 of these days, 
he was buried by a blizzard, his only suste- 
nance for most of the time being a teaspoon- 
ful of brandy daily. He saved the last spoon- 
ful as a symbol of his continuing hope for 
survival. Within the first 36 hours he 
thought he heard the sound of skis and he 
shouted to people he thought were present. 
He felt that his brain was clear... . 


his mind was occupied with the minute details of 
physical existence; to keep moving, to be on the 
watch for frostbite, to stop the snowroof from 
falling down. . . . Each of these tasks became an 
absorbing activity . . . and each an important part 
of his conscious effort not to die. When any of the 
tasks were accomplished, he felt he had warded 
off death for a few minutes. He sometimes visual- 
ized death as a physical being who prowled about 
him. He parried the lunges (of) this creature .. . 
and he was proud .. . when he thrust off . . . its 
attacks. 


Tales of the sea have provided many ac- 
counts of hallucinatory phenomena. Capt. 
John Slocum(5) sailed alone around the 
world. During a gale in the South Atlantic 
he reefed his sails rather than take them 


down. Restricted to his cabin because of 
sickness he suddenly saw a man, who at first 
he thought to be a pirate, take over the tiller. 
This man refused to take down the sails on 
request from Slocum, but instead reassured 


him that he was a pilot and would safely 
take his boat through the storm. The next 
day Slocum found his boat on true course 
93 miles along. Later that night the pilot 
returned in a dream and reassured him that 
he would come whenever needed. For the 
remainder of the voyage during gales this 
apparition appeared to him several times. 

Walter Gibson(6), a soldier in the British 
Indian Army, was on a ship torpedoed in 
the Indian Ocean by the Japanese in World 
War II. Of 135 survivors, there were only 
4 alive one month later and he was the only 
Caucasian among them. Under the most ex- 
treme conditions of physical deprivation and 
partial social isolation Gibson reported that 
“all of us at various stages in that first week 
became a prey to hallucinations.” Dreams 
which became prevalent at about the same 
time were “fierce and vivid dreams of food 
and drink and family gatherings.” As the 
conditions became more extreme the feeling 
of comradeship disappeared and the men be- 
gan to find themselves “watching our fel- 
lows covertly and suspiciously.” Murder, 
suicide and cannibalism followed as social 
controls dissolved. Finally, some 4 weeks 
later after landing on an island, “the faces 
of person after person who had been on the 
boat appeared around me on the rocks and 
stones on the beach.” 

Gibson makes the important point that sur- 
vival experiments on ratts and lifeboats, 
when the men know that they are never in 
real danger, are not comparable to the situ- 
ation when men are facing the unknown 
alone and without knowledge of the end. He 
thus emphasizes the inherent difficulties in 
comparing natural situations with experi- 
mental studies. 


BRAINWASHING 


Major-General William Dean(7) was as 
unwilling a subject for perceptual isolation 
as Byrd and Bombard and Ritter were en- 
thusiastic volunteers; yet his experiences 
were in many ways similar to theirs. He was 
kept apart from all other United Nations’ 
prisoners and although he was under constant 
observation by North Korean guards he felt 
completely alone. He had great difficulty 
in preserving his judgement. “You have no 
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one on whom to test your ideas...a 
thought which you would normally discard 
. . . balloons in your mind until you are sure 
it must be exceptionally clever.” 

A physical fitness enthusiast, General 
Dean did calisthenics—even when reduced 
to crossing and uncrossing his fingers be- 
cause of orders forbidding him to exercise, 
and he did algebraic problems in his head 
(as did Bombard). These activities made 
the General feel that he was maintaining his 
intellectual and physical integrity. Nonethe- 
less, at one point during his imprisonment, 
he became so depressed that he attempted 
suicide. 

Thought control, or “brainwashing” (8), 
a phenomenon which has existed in civiliza- 
tion for centuries, has taken on a new and 
sinister meaning, as seen from the experi- 
ences of both political prisoners and prison- 
ers of war who have been held in prisons 
operated by the Russian and Chinese Com- 
munist governments. Lifton(g), describing 
the Chinese method, believes that “milieu 
control” is the element added to thought re- 
form techniques which makes the latter so 


effective. He says “The Chinese Communist 
prison is probably the most thoroughly con- 
trolled and manipulated group environment 


that has ever existed . . . milieu control 
eliminates any possibility of reality testing 
or consensual validation.” 

Schein(1o) and Lifton(11) describe how 
environmental manipulation was begun as 
the POWs were transferred to camps run 
by the Chinese Communists. Officers and 
non-commissioned officers were sent to sepa- 
rate camps, depriving the enlisted men of 
leadership and discipline. The enlisted men 
were further segregated according to race 
and nationality. They were told that they 
were war criminals and that therefore their 
rank and the unit to which they belonged no 
longer had meaning. Any organizations es- 
tablished by the POWs to maintain disci- 
pline and to ferret out intelligence were 
broken up by informers. The men who 
showed qualities of leadership were sent to 
separate camps. 

The receipt of mail from home was regu- 
lated so that the POW was allowed to re- 
ceive only those letters which were pessimis- 
tic about the outcome of the Korean Conflict 


or indicated a lack of interest in the POW 
or the conflict. Such letters depressed the 
men. They lost interest in mail from home 
and tended to lose identification with their 
families. The men were made so suspicious 
of one another that the buddy system which 
had enabled soldiers in Japanese and German 
POW camps in World War II to maintain 
morale, became ineffectual. Informers and 
Chinese spies were so numerous the men felt 
that the only way to protect themselves was 
to withdraw from all intimacy with other 
prisoners. 

As a result of such efforts, the goal of the 
Chinese Communist indoctrination, to make 
the men into a “group of isolates,” was par- 
tially achieved. “The most important effect 
of the social isolation . . . was the conse- 
quent emotional isolation which prevented a 
man from validating any of his beliefs, atti- 
tudes and values through meaningful inter- 
action with other men.” Each man was on 
his own life-raft. 

Once social and emotional isolation was 
achieved, indoctrination was begun. The 
only sources of information available to the 
POWs in Korea and to civilian prisoners in 
Red China, were Communist publications, 
motion pictures and radio broadcasts. These 
had to be discussed and studied until the 
prisoner could prove that he understood and 
accepted them. Communist ideas were re- 
peated again and again until the prisoner, 
fatigued and half-hypnotized, accepted them 
as the truth. 

Even after being returned to the United 
States, civilians who had been prisoners in 
Chinese Communist prisons for 2 to 4 years 
sometimes repeated their false confessions. 
They insisted that they were guilty of 
“crimes against the people” and praised the 
“truth and righteousness” of Communist 
doctrine. 

According to Lifton, the basic tenet of 
thought reform was that each prisoner was 
a “reactionary spy” who must die and be 
reborn “in the Communist image.” For the 
first I to 3 months the prisoner was inter- 
rogated almost constantly, either by “judges”’ 
or by his 7 or 8 Chinese cell mates organized 
into a team of inquisitors, whose purpose 
was to “help” the prisoner make his confes- 
sion. The environment was completely or- 
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ganized so that every act of the prisoner 
was made known to the authorities. Routine 
was so thoroughly prescribed that even the 
time for toilet needs was set. 

After 2 or 3 months of such treatment, in 
addition to suffering from physical fatigue 
and illness, the prisoner was usually very 
confused, “unable to clearly demarcate the 
boundaries of truth and fiction.” He was 
depressed “frequently to the point of being 
suicidal,” and sometimes experienced psy- 
chotic symptoms, “such as auditory halluci- 
nations.” 

Once the prisoner had “confessed,” to 
being an enemy of the people, his reeduca- 
tion began. He was forced to participate in 
study groups which lasted 10 to 16 hours a 
day, taking up almost all of his waking 
hours. Every question or problem “must be 
solved by the group by means of discussion,” 
in which the prisoner must examine his 
shortcomings or errors in belief and judge- 
ment. For years, until his education had pro- 
gressed to the desired point, the prisoner 
spent his life in a cell so small that when 
the inmates (the prisoner and the 7 or 8 
Chinese who formed the confession team) 
wished to turn over while sleeping at night, 
they could do so only together at a given 
signal from the team leader. Little wonder 
that gradually the “external milieu replaced 
the internal milieu.” The prisoner under 
such a system is in a situation very similar 
to that described by George Orwell in “Nine- 
teen Eighty-lour(12).” 

Somewhat in contrast to Lifton and 
Schein, Hinkle and Wolff(13), in their sur- 
vey of Communist interrogation and indoc- 
trination methods, emphasize the importance 
of isolation as the major technique. They 
point out that 


when the initial period of imprisonment is one of 
total isolation . . . the complete separation of the 
prisoner from the companionship and support of 
others, his utter loneliness, and his prolonged un- 
certainty have a further disorganizing effect upon 
him. Fatigue, sleep loss, pain, cold, hunger, and the 
like, augment the injury induced by isolation. ... 
With the passage of time, the prisoner usually de- 
velops the intense need to be relieved of the pres- 
sures put upon him and to have some human com- 
panionship. He may have a very strong urge to talk 
to any human and be utterly dependent on anyone 
who will help him or befriend him. At about this 
time he also becomes mentally dull and loses his 


capacity for discrimination. He becomes malleable 
and suggestible and in some instances he may con- 
fabulate. 


Stypulkowski(14), in his autobiograph- 
ical account of interrogation for several 
months by the Russians in Lubianka Prison, 
Moscow, graphically reiterates Hinkle and 
Wolff's findings. 

In addition to milieu control in “brain- 
washing,” the role of Pavlovian reflex psy- 
chology has been discussed by Meerloo(15) 
and the relationship to drive reduction 
mechanisms has been emphasized by Wino- 
kur (16) and by Santucci and Winokur(17). 

The presence of a common denominator 
of imposed control of external stimuli, 
whether it be the reduction of news from 
the outside world or enforced solitary con- 
finement, appears to be a factor of primary 
significance. Christopher Burney(18) ex- 
pressed succintly the effects of such control. 
He was an English army officer engaged in 
espionage in Occupied France during World 
War II and he was kept in solitary confine- 
ment by his German captors for 18 months. 
He said, “I feel a seuse of impotence, an 
inexorable subjection to a machine of name- 
less horror.” He added “Variety—is the 
very stuff of life. We need the constant ebb 
and flow of wavelets of sensations, thought, 
perception, action and emotion—keeping 
even our isolation in the ocean of reality, so 
that we neither encroach nor are encroached 


upon. 


EXPERIMENTAL STUDIES 


Walter(19) feels that the nervous system 
requiries constant extrinsic sensory in-put 
to function normally and efficiently. While 
studying neural mechanisms and behavior 
in situations involving alterations of per- 
ceptual stimuli, Lilly(20) proposed the ques- 
tion: “Freed of normal efferent and afferent 
activities, does the brain soon become that of 
coma or sleep, or is there some inherent 
mechanism which keeps it going, a pace- 
maker of the awake type of activity?” 
Lilly approached the problem by experimen- 
tally reducing the absolute intensity of physi- 
cal stimuli received by a human subject. This 
was accomplished by suspending a subject, 
wearing only a blacked-out head mask for 
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breathing, in a tank of water maintained at 
34.5 degrees centigrade. With this technique, 
visual, auditory and tactile stimuli were re- 
duced to a minimum. A variety of results 
occurred, some involving highly personalized 
fantasy material and projection of visual 
imagery. 

Experiments carried out in Hebb’s labora- 
tory by Bexton, Heron and Scott(21) at- 
tempted the reduction of patterning of 
stimuli to low absolute levels. Healthy col- 
lege students were placed on a comfortable 
bed in an airconditioned soundproof cubicle. 
The subjects’ arms and hands were enclosed 
in cardboard cuffings to minimize tactile 
stimuli and their eyes were covered with 
translucent glasses which permitted entry 
of light but abolished all pattern and form 
vision. Observation of these subjects re- 
vealed the following: after several hours, 
directed and organized thinking became pro- 
gressively more difficult; suggestibility was 
greatly increased ; the need for extrinsic sen- 
sory stimuli and bodily motion became in- 
tense; most subjects found they could not 
tolerate the experiment for more than 72 
hours; subjects who remained longer than 
72 hours usually developed overt hallucina- 
tions and delusions. In description these 
were similar to those reported with mescaline 
and LSD. 

Thus by reduction of patterning of stimuli 
it was noted that a series of mental abnor- 
malities could be produced experimentally 
and that in many instances the severity and 
progression of symptoms could be related to 
the length of time of the sensory deprivation. 

Heron, Doane, and Scott(22) subjected 
themselves and 5 other subjects to similar 
experimental conditions for a period of 6 
days. All subjects had visual disturbances 
for 12,to 24 hours after being removed from 
the experimental situation, as follows: there 
were fluctuations, drifting, and swirling of 
objects and surfaces in the visual field; 
change of position of object occurred with 
change in eye or head movement; shapes, 
lines and edges appeared to be distorted; 
visual after-images were accentuated ; colors 
were very bright and there was exaggeration 
of contrast phenomena. 

Electroencephalograms taken during the 
period of sensory deprivation revealed slower 


frequencies in the alpha range and marked 
delta wave activity. The records were still 
abnormal 3} hours after the subjects were 
removed from isolation. 

Experimental deafness has been reported 
by Ramsdell (in Hebb) (23) and by Hebb, 
Heath, and Stuart(24). In these cases cot- 
ton wool with petrolatum was placed in the 
ears of subjects for 3 days. Their chief find- 
ings, with marked individual differences, 
were; inability to speak with normal volume ; 
increased and decreased motivation for 
studying; marked irritability; exaggerated 
response to stimuli; desire either to with- 
draw from situations or to charge into them; 
feelings of personal inadequacy. There was 
no evidence of fantasy behavior, though one 
subject reported that she spoke to a group 
and no one seemed to hear her. 

The reduction of patterning of stimuli 
has been employed by investigators studying 
the effects of isolation in the therapy of men- 
tal illness(25). These studies, however, are 
of limited value because of the many varia- 
bles associated with selection, diagnosis and 
evaluation of mentally ill patients in an ex- 
perimental procedure. 

The most recent reports of the effects of 
sensory deprivation involve clinical observa- 
tions made on a group of g patients with 
poliomyelitis who required treatment in a 
tank-type respirator( 26). In these cases, the 
mental abnormality began after the patient 
had been in the tank for 24-48 hours or 
longer, and was characterized by well-organ- 
ized visual and auditory hallucinations and 
delusions to which the patient reacted in 
different ways and to different degrees. Most 
of the patients referred to these experiences 
as dreams. They could recall them in detail 
even many weeks later. Although many ill- 
nesses which affect the nervous system, and 
indeed many without direct nervous system 
involvement, are capable of producing ab- 
normality of mental function, they are usu- 
ally associated with some evidence of a 
febrile, anoxic, toxic or metabolic derange- 
ment. As far as could be determined, there 
were no such factors in these patients. 

The hypothesis formulated was that the 
abnormality of mental function was related 
to perceptual isolation or restriction imposed 
by the unique conditions of life in a tank- 
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type respirator. The significant findings 
were: 

1. Well-organized delusions and hallucina- 
tions occurred only in poliomyelitis patients 
treated in the tank-type respirator. 

2. They required 2-7 days to develop in 
overt form. 

3. The condition lasted 10-15 days and re- 
covery was independent of recovery of motor 
function or of continued existence in the 
respirator. 

4. In all instances fever was absent, no 
drugs were being given, and no metabolic 
aberrations could be demonstrated. 

5. Disorientation was the common sub- 
strate. The content of the experiences could 
be pleasant or horrendous, but only rarely 
was there psychomotor agitation as seen in 
toxic-infective delirium. In all patients the 
symptoms were worse at night, and better 
during the periods for feeding, physio- 
therapy, and visiting. 

6. The patients were able to recall their 
experiences with great vividness and detail 
even many weeks after the symptoms ceased. 
Most of the patients were unable to recall 
the events of their more lucid intervals in 
the respirator. 

To understand this disorder, it is neces- 
sary to consider the unique situation pre- 
sented by life in a tank-type respirator: 
vision is restricted to a limited area; the 
patient never sees any part of his own body ; 
the dominant auditory stimulus in a respira- 
tor ward is the rhythmic machine-like sound 
of the tank motor and the bellows; the pa- 
tient lies constantly in the same position, and 
even if not paralyzed, moves his limbs very 
little. 

Thus the patient is restricted in terms of 
visual, auditory and kinesthetic sensation, 
and suffers a corresponding degree of per- 
ceptual deprivation. This deprivation was 
different from Lilly’s reduction of the abso- 
lute level of stimuli and Hebb’s reduction of 
the patterning of stimuli, though essential 
elements of both were present. It could be 
termed an imposed structuring of stimuli, 
for the stimuli the patients received were 
both unvarying and repetitive, yet were not 
reduced in absolute level of intensity. Also, 
form and pattern discriminations were not 
abolished. This imposed structuring of 


stimuli has characteristics analogous to the 
structuring of the external milieu noted in 
“brainwashing” techniques, described above. 

Recent experiments using human volun- 
teers in a tank-type respirator in our labora- 
tory(27) have added further evidence in 
confirmation of the effects of perceptual 
deprivation under these conditions. 

At the present time both experimental 
studies and clinical observations on sen- 
sory deprivation need further and more 
careful investigation. Many factors require 
additional evaluation and many variables in 
experimental design and technique must be 
controlled. Attempts to repeat certain phases 
of experimental procedure have shown that 
perhaps even small variations can yield dia- 
metrically opposite results. The changes in 
experimental design utilized by Vernon and 
Hoffman(28) in attempting to repeat the 
McGill group’s observations illustrate this. 
These investigators were not able to elicit 
the findings reported from Hebb’s labora- 
tory, as described above, but they admitted 
they had not employed exactly similar 
methods. It remains to be determined what 
items in the experimental situations are the 
key elements. 

In the area of experimental investigation 
of sensory deprivation, more carefully re- 
fined data are necessary before any basic hy- 
pothesis can be supported or rejected. 
Future investigations should attempt to con- 
tribute data of both quantitative and quali- 
tative adequacy. 


SUMMARY 


Sensory deprivation has been produced 
experimentally by reducing the absolute in- 
tensity of stimuli, by reducing the pattern- 
ing of stimuli, and by imposing a structuring 
of stimuli. Explorers have experienced it 
voluntarily and prisoners have had it thrust 
upon them. 

While there are many separate factors 
operating in these various situations, it is 
clear that the stability of man’s mental state 
is dependent on adequate perceptual contact 
with the outside world. Observations have 
shown the following common features in 
cases of sensory deprivation: intense de- 
sire for extrinsic sensory stimuli and bodily 
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motion, increased suggestibility, impairment 
of organized thinking, oppression and de- 
pression, and, in extreme cases, hallucina- 
tions, delusions, and confusion. 

Though the basic concepts regarding per- 
ceptual and sensory deprivation are not 
new, their recent importance in experimental 
and real life situations has made them in- 
creasingly interesting. Future studies in this 
area may well contribute to our knowledge 
of the psychological and behavioral patterns 
of man under conditions of normality and 
stress. 
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A COMPARISON OF PHENAGLYCODOL (ULTRAN), 
MEPROBAMATE AND A PLACEBO IN 
ABSTINENT ALCOHOLICS 


JACKSON A. SMITH, M.D.,2 AVONELL RUTHERFORD, R.N.,3 ann RITA FANNING, R.N.* 


The major problem in the treatment of 
the alcoholic is not the immediate relief of 
the discomfort following an alcoholic bout, 
but finding a preparation which will prevent 
the patieni’s taking the drink which initiates 
the next episode. A preparation which would 
decrease emotional lability or afford subjec- 
tive relief from tension, and which would 
create no undue hazards of habituation 
would be very desirable in the treatment of 
these patients. 

For this purpose the effects of two atarax- 
ics and an identical placebo have been com- 
pared in the treatment of 45 chronic male 
alcoholics, 32 of whom were committed to a 
state mental hospital, and the remaining 13 
were seen in an outpatient alcoholic clinic. 

Using a “double blind” procedure, the 
medications and placebo were prepared in 
identical capsules and were given orally t.i.d. 
in the following order to each patient for 
a 2-week period: phenaglycodol 300 mgm., 
placebo, and meprobamate 400 mgm. Plac- 
ing the interval during which the patients 
received the placebo between the two active 
medications afforded an opportunity to com- 
pare both with the inactive substance. 

The 32 inpatients were seen following ad- 
mission to the hospital by a research nurse. 
Initially, the patient’s statements as to his 
reasons for drinking and evidence of ten- 
sion or anxiety were recorded as were his 
sleeping habits, dreams, appetite and ability 
to retain food. His pulse and blood pressure 


1 This study was generously aided by a grant 
from Eli Lilly & Co. All the medications used in 
this study were furnished by Eli Lilly & Co. 

2 Director of Research, Nebraska Psychiatric 
Institute, Omaha, Neb. 
8 Research Nurse, 

Ingleside, Neb. 

4 Nurse, Research Ward, Nebraska Psychiatric 

Institute, Omaha, Neb. 
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Hastings State Hospital, 


were taken and the presence of a tremor, 
perspiration or restlessness were noted. The 
medication was then started and 6 weekly 
interviews were done in the same manner 
during the study. 

Results—It was planned to compare an 
equal number of clinic and hospitalized pa- 
tients, but it soon became apparent that the 
medication and the brief interview were 
not sufficient to motivate the clinic patients 
to return and only 3 of the 13 outpatients 
completed the course. 

Twenty-six of the inpatient alcoholics were 
believed to have completed the study, 2 es- 
caped from the hospital, one discontinued 
treatment, and 2 were apprehended discard- 
ing the medication. Seven of the 26 who com- 
pleted the study slept better and were less 
tense while taking the active preparations 
than when receiving the placebo. Nine stated 
they slept better at night, but complained of 
drowsiness during the day when they were 
on placebo. Eighteen patients who either 
slept better, were less tense or had a better 
appetite, showed the same improved state 
on phenaglycodol, meprobamate and placebo. 

This study reflects the difficulties in evalu- 
ating a treatment for chronic alcoholism. 
The inpatients improved after admission and 
attributed their improvement to the medica- 
tion, but they showed no significant change 
when an identical placebo was substituted 
nor when a second active compound was 
added. Several others became drowsy or 
improved on an inactive placebo. 

The outpatient group emphasizes the im- 
portance of motivation; it is likely that a 
larger number would have completed the 
study if a better relationship had been es- 
tablished with the patients. It is equally 
likely that the resulting prolongation of their 
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abstinence would have been the result of 
the relationship rather than the tranquilizer 
being given. 

In this “double-blind” study of a group 
of 45 chronic alcoholics treated during their 


The present study aimed to assess the 
prognostic value of various mecholyl chloride 
reaction indices for insulin coma therapy 
with emphasis on immediate improvement 
rather than on the long range effectiveness of 
treatment. Previous investigators of this test 
have relied primarily on systolic blood pres- 
sure changes as a criterion. Since these are 
influenced by many extraneous factors, other 
potentially useful variables such as pulse rate 
and diastolic blood pressure changes, sweat- 
ing, salivating, flushing, pupillary changes 
and global reactivity were also employed. 
Serum cholinesterase levels were also evalu- 
ated. 

Subjects were 125 male schizophrenic pa- 
tients referred for insulin coma therapy. 
Prior to insulin treatment, basal blood pres- 
sure and pulse rate measurements were 
taken following which subjects were given 
a 10 mg. injection of mecholyl in the del- 
toid muscle. Systolic, diastolic blood pres- 
sures and pulse rates were gauged at 2, 5, 
7, 10, 12, 15 and 20 minutes following the 
injection. Sweating, salivating, flushing, 
pupillary change and global reactivity were 
separately rated on five point scales with 
gradations ranging from no change to 
marked responsiveness. From this larger 
group, only those patients were utilized who 
subsequently completed 39 or more insulin 
comas. Seventy-five subjects meeting this 
criterion were then rated on a five point scale 
of improvement by the insulin ward physi- 
cian who had no knowledge of these patients’ 
responsiveness to mecholyl chloride. 

Correlational and Chi square analyses of 
the relationship of mecholyl reactivity varia- 


1 Veterans Administration Hospital, Battle Creek, 
Mich. 


THE MECHOLYL TEST AS A PREDICTOR OF IMPROVEMENT 
IN INSULIN COMA THERAPY 


HARRY VANDERKAMP, M.D.,5 ANNE NORGAN, M.D., GLADYS W. WILKINSON, R.N., 
AND DAVID PEARL, Pu.D. 


abstinent period, there was no significant 
clinical change observed in their behavior 
nor in their subjective state, whether they 
were receiving phenaglycodol, meprobamate 
or placebo. 


bles and insulin improvement were carried 
out. Both pulse rate and systolic blood pres- 
sure deviations from basal measurements 
were significantly related to the extent of 
therapeutic change, whereas diastolic blood 
pressure alterations were unrelated. Pulse 
rate deviations generally show higher cor- 
relations than systolic blood pressure meas- 
urements. The magnitude of correlation for 
both variables rises and then diminishes as 
the time interval following drug injection 
increases. Maximum correlations occur after 
7 minutes, pulse rate deviations correlating 
.63 and systolic blood pressure deviations 
—.34 with insulin improvement. The maxi- 
mum pulse rate deviation shows a signifi- 
cant correlation of .37 with improvement, a 
relationship not found for maximum systolic 
blood pressure changes. 

Such variables as sweating, salivating, 
flushing and global reactivity were found to 
be significantly related at the P.o5 level to 
insulin improvement categories. Global re- 
activity correlated +.70 with improvement 
while each of the other three variables cor- 
related .42. Multiple correlations of im- 
provement, pulse rate deviation and various 
of the other variables were not significantly 
greater than the simple correlation between 
pulse rate and improvement. 

When subjects were grouped into systolic 
blood pressure categories according to cri- 
teria enunciated by other users of the test, 
patients fell into two major groups, one of 
category II and III subjects and the other 
of category V and VI subjects. A tetrachoric 
correlation of .49 was found between these 
categories and insulin improvement, category 
V and VI subjects showing significantly 
greater improvement than the others. 
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No significant differences were found be- 
tween improved and non-improved subjects 
for cholinesterase delta ph units and a 
biserial correlation of .o2 was determined be- 
tween improvement and this variable. 

Results suggest strongly that the mecholyl 
test has prognostic value for improvement 
in insulin coma therapy and that the com- 
monly utilized variable of systolic blood 


pressure changes have a lesser relationship 
to improvement than several other measures. 
The pulse rate deviation variable being rela- 
tively objective and reliable, is probably the 
best index. In this study its predictive power 
was significantly greater than the Funken- 
stein test index of systolic blood pressure 
groupings, suggesting its possible value 
for prediction of improvement with other 
therapies. 


UNEXPECTED ASPHYXIAL DEATH AND TRANQUILIZING 
DRUGS 


LEO E. HOLLISTER, M.D.1 


Two recent contributions to this journal 
have suggested that tranquilizing drugs were 
responsible for asphyxial death in some pa- 
tients(1, 2). A plea was made for further 
information about this possible complication 
of tranquilizing therapy. 

In Table I, I have compiled all the unex- 
pected asphyxial deaths at a 1325-bed neu- 


1From the Veterans Administration Hospital, 
Palo Alto, California. Leo E. Hollister, M.D., 
Chief of Medical Service. 


ropsychiatric hospital in the past 64 years. 
This sample is complete since any unexpected 
death comes to autopsy. Deaths from aspira- 
tion pneumonia terminating a long down- 
hill course were excluded. Only those cases 
were included in which either the mode of 
death or its time was not expected. The mid- 
point of the series, 1954, was the year in 
which tranquilizing drugs were started on 
a large number of our patients. 

This type of death has been no more com- 


TABLE 1 


Unexpectep AspHyxIAL DEATHS IN 1325-BepD NEUROPSYCHIATRIC HOSPITAL, 1951-1957 


Age/Sex Psychiatric diagnosis 
1951 

50 autopsies CBS, syphilis 
CBS, arterioscl. 
CBS, epilepsy 
Schizophrenia 
CBS, epilepsy 
CBS, pre-senile 
1952 

29 autopsies ...... Schizophrenia 
CBS, syphilis 
1953 

35 autopsies 31 Man 
52 Man 


CBS, trauma 
CBS, pre-senile 
1954 

29 autopsies Brain tumor 
Schizophrenia 
1955 

22 autopsies Schizophrenia 
Schizophrenia 
CBS, epilepsy 
1956 

25 autopsies CBS, arterioscl. 
Schizophrenia 


1957 


Contributing factors Tranquil. drug. 


Aspirated tube feeding 
Status epilepticus 


Aspirated foreign body 
Seizures 


Seizures 
Seizures 


Previous episodes aspiration 
Aspirated tube feeding 


Seizures, post-leucotomy 
Acute alcoholism, vomiting 


CP 400 mg/day 


Previous episodes aspiration 
Seizures, post-leucotomy 


12 autopsies 


CBS, syphilis 
Schizophrenia 


Prevous episodes aspiration 
Seizures, post-leucotomy 


PCP 40 mg/day 
CP 1600 mg/day 
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mon during the period of tranquilizing drug 
therapy than before. What is particularly 
noteworthy is the high incidence of as- 
phyxial death in patients with brain damage, 
particularly those with convulsive disorders. 
Such an association of brain damage and 
unexpected asphyxial death was clearly pres- 
ent even before tranquilizing drugs were 
used, 

Of the 3 patients who died while on tran- 
quilizing drugs, only 2 deaths raised the 
possibility of tranquilizing drugs being a 
contributory factor. The 66-year-old syphi- 
litic who died in 1957 had had numerous 
near-fatal aspirations prior to being placed 
on prochlorperazine. The 43-year-old man 
who died in 1955 appeared to have drowned 
during a convulsion while swimming. He 
had been receiving chlorpromazine without 
any previously noted increase in seizure fre- 
quency. The 34-year old woman who died 
in 1957 had been on intensive chlorpromazine 
therapy. The day before her death she had 
a seizure (though she had others recorded 
before receiving chlorpromazine) and was 
placed o: anticonvulsants. The following 


day she was found dead less than an hour 
after the evening meal. Although food par- 
ticles were present in her trachea, the amount 
was insufficient to have caused major ob- 


struction. Death was attributed to glottal 


spasm from a seizure and irritation from 
aspirated fooc. 

In some of the previously reported deaths 
of this type, the possibility of a concomi- 
tant seizure was entertained. Since it is per- 
fectly possible for patients to die from 
asphyxia in seizures, without any tranquiliz- 
ing drugs, the problem is to decide in what 
way tranquilizing drugs might influence the 
frequency of this complication. The most 
logical possibility is that these drugs (reser- 
pine or rauwolfia alkaloids, chlorpromazine 
or other phenothiazine derivatives) may in- 
duce seizures. Many reports already in the 
literature attest to seizures being either ag- 
gravated or produced de novo by these 
agents. The only study of the effect of long- 
term drug therapy with reserpine on the 
swallowing mechanism showed no impair- 
ment when an objective test was used(3). 

The moral seems to be: the risk of using 
tranquilizing drugs may be increased in 
brain-damaged patients or those with known 
seizures. This increased risk should be meas- 
ured against the potential benefit from the 
drug. 

BIBLIOGRAPHY 
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I REMEMBER C. K. CLARKE 
1857—1957 


It may be that only a few veterans in psy- 
chiatry will remember that Canada owes her 
most eminent figure in this field to a murder. 

As 1957 marks the hundredth anniversary 
of the birth of Charles Kirk Clarke it is a 
proper time to refresh our memories of this 
remarkable man. 

It was during the asylum epoch, when 
psychiatry was exclusively state medicine, 
when politicians exploited the institutions 
for the insane, and when the superintendents 
of these institutions were political appointees. 
This is not to say that there were no good 
men as heads of the asylums. Dr. Clarke— 
“C. K.” as we respectfully clipped his 
name—was especially fortunate in his first 
appointment in the provincial service to come 
under the influence of a man (Dr. Joseph 
Workman, superintendent of the first asy- 
lum in Ontario, located at Toronto), to 
whom he always paid homage as a great 
leader who had helped more than anyone 
else to shape his own professional career. 

The chain of events leading to Clarke’s 
adoption of psychiatry for a career was like 
this: 1. Senior assistant Metcalf at the 
Toronto Asylum took a warm interest in 
young Clarke and the two became close 
friends ; Metcalf later married Clarke’s sis- 
ter. 2. In due course Metcalf was sent as 
superintendent to the Asylum at Kingston, 
Ontario where a heavy task of reorganiza- 
tion awaited him. 3. Clarke, who in the 
meantime had become assistant superin- 
tendent at the Hamilton Asylum, was de- 
tailed to Kingston in a similar capacity, 
where he and Metcalf combined their efforts 
to bring some kind of order into asylum 
practice. 4. After 3 years in Kingston Clarke 
had had 11 years experience of the deplora- 
ble state of asylum affairs under political 
control and he decided to quit. “I love psy- 
chiatry but hate politics,” he said. His 
resignation was in the hands of the govern- 
ment. 5. It was now 1885. Clarke and his 
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chief are making ward rounds. A patient 
rushes at them and stabs Metcalf fatally. 
Metcalf was 38 years old, Clarke 28. 6. At 
the request of the government Clarke with- 
draws his resignation and takes over his 
dead chief’s job. Having put his hand to 
the plough he now resolves to see it through 
to the end of the furrow. 

My first acquaintance with Dr. Clarke was 
during the meeting of the British Medical 
Association in Toronto in 1906. At this 
time C. K. was the head of the institution 
where he had served his apprenticeship 
under Workman. One of the notable fea- 
tures of that meeting was a visit to the 
Toronto Asylum where it was possible to 
observe the improvements and new features 
that had been inaugurated under the wise 
administration of Dr. Clarke. That evening 
he entertained at dinner guests from Britain 
and the United States. 

The great versatility of Dr. Clarke is re- 
flected in the variety of positions he was 
called upon to fill. Thirty-seven years he had 
given to the provincial hospital service, 26 of 
these years as superintendent, during which 
he set the pattern for modern mental hospi- 
tal organization and administration. About 
the turn of the century, there was develop- 
ing in his mind the concept of a psychiatric 
hospital affiliated with the University of 
Toronto, where not only clinical study and 
treatment but also training and research 
might be carried on. Here would have been 
the first such clinic in the country. Dr. 
Clarke’s forward-looking plans and forth- 
right criticism of reactionary and laissez- 
faire policies aroused jealousies and obstruc- 
tionist activities in the service and among 
the politicians. Before action could be taken 
came the explosion of World War I and the 
dream, which if realized would have been a 
conspicuous monument to C. K.’s superior 
leadership, failed of fulfillment. 

Meanwhile the University had made him 
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the first professor of psychiatry (1906), and 
dean of the medical faculty (1908-1920). 
Next came the request that he accept the 
superintendency of the newly created To- 
ronto General Hospital and in 1911 he left 
the provincial service to assume that posi- 
tion, which he held through World War I. 
In the absence of the head of the department 
of psychology on military service, Dr. Clarke 
had charge of that department as well as of 
the department of psychiatry. 

When the Canadian National Committee 
for Mental Hygiene—now the Canadian 
Mental Health Association—earliest off- 
spring of the parent organization in New 
York City, was founded in 1918, C. K. be- 
came the first medical director and contin- 
ued in that office while he lived. He also 
created the pioneer outpatient psychiatric 
clinic at the Toronto General Hospital. Dur- 
ing the last 20 years of his life he was a 
member of the editorial board of this Jour- 
NAL, the first Canadian to be elected to the 
board. 

To go back a little, one of Dr. Clarke’s 
earliest measures to improve the condition 
of hospital patients, dating from his first 
superintendency in 1885, was the establish- 
ment of a very practical form of occupa- 
tional therapy. He set up at Kingston shops 
for various industries, chiefly broom and 
brush making. Here many patients were em- 
ployed and soon Kingston was supplying 
these utensils not only to the other asylums 
in the province but to the open market as 
well. Of course the inevitable happened. Or- 
ganized labour raised a howl that this was 
unfair competition. The howl reached the 
ears of parliamentarians in Toronto and in- 
‘structions were sent to Dr. Clarke to curtail 
his mischievous activity in providing health- 
ful occupation for his patients. Politics 
again ! 

Clarke was not only a medical statesman 
and a great humanitarian; it is fair to call 
him the father of Candian psychiatry. He 
was a man of many interests; he was a pro- 
ficient muscian and organized his own string 
quartette. He even designed and built a pipe 
organ which was long in use. Near to his 
heart was the welfare of students and as 
dean of the medical faculty of the University 
of Toronto he was the beloved friend of 


the students of that faculty. The lighter 
side of their life was represented by an an- 
nual performance staged by them in the uni- 
versity theatre. It was—and is—called 
Daffydill and, like Twelfth Night, was 
“What You Will.” For once in the year the 
students could with immunity poke fun at 
their professors in public. Those professors, 
more than likely, were there to enjoy the 
jokes at their expense. Certainly C. K. was 
there. Indeed he was a promotor of Daffy- 
dill and contributed to the program. 

Dr. Clarke was vitally interested in prob- 
lems of immigration and was disturbed by the 
inefficient control or lack of control of the 
influx of undesirables from Europe. At his 
request Professor W. A. Smith of the de- 
partment of psychology at the University of 
Toronto undertook a detailed study of 
Canadian immigration. This work was pub- 
lished in book form in 1920. In his intro- 
duction to this book Dr. Clarke character- 
ized the record as “a chapter of tragedy 
and mismanagement.” He condemned in 
strong, if not always diplomatic language, 
the inadequacy of immigration regulations. 
“It has ever been true that the failures of 
the old world have sought and have been 
encouraged to seek pastures green in the 
new world, without the slightest considera- 
tion of the reasons why they have not suc- 
ceeded at home. . . . Those of us who are 
making surveys of thousands of school chil- 
dren, have long ago learned, however, that 
the descendents of these poor types fall far 
below the average and are simply adding 
to our anxieties rather than helping to build 
up a healthy people.” One wonders what 
Dr. Clarke would say if he were available 
for comment on present conditions of im- 
migration. 

My most intimate association with C. K. 
was during a tour of inspection of the men- 
tal hospitals of the Dominion during World 
War I. Returned soldiers with psychiatric 
disabilities and needing further hospital 
treatment had at first been sent to their home 
provinces to be cared for in the provincial in- 
stitutions. The federal department responsi- 
ble for the disposal of invalided soldiers, then 
known by the mouth-filling title, Department 
of Soldiers’ Civil Re-establishment, required 
a report on all matters relating to these vet- 
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erans scattered across Canada. It was desir- 
able that one inspector outside the govern- 
ment should be engaged ; Dr. Clarke was the 
obvious choice, and it was my privilege, as 
chief psychiatrist for the Department, to 
be associated with him on this tour. Begin- 
ning with British Columbia, institutions in 
the 4 western provinces were comfortably 
surveyed, provincial and hospital authorities 
offering every possible assistance. In Winni- 
peg word reached us that Dr. Clarke would 
not be permitted to visit any of the Ontario 
hospitals. In his home province which he 
had served so faithfully and so long and 
with such splendid results he was persona 
non grata as far as the government of the 
day was concerned. 

One of Dr. Clarke’s last public functions 
was the delivery of the Maudsley Lecture 
on psychiatry before the British Medico- 
Psychological Association in London. He 
was the only Canadian to whom this honout 
had fallen. 


Born in 1857 C. K. died much too soon in 
1924. Visiting him in his final illness I found 
him sitting up in bed busily engaged in con- 
structing a hammock destined for a special 
use. He was one who could do things with 
his hands as well as with his head. He talked 
of the work of his department, and future 
plans just as if he might be carrying out 
these plans himself. He spoke of the psy- 
chiatric clinic he had hoped to see built 
before World War I, and of his plans for 
its organization. It was a touching moment 
when he said that he had nominated me as 
his successor. 

At the memorial service in the University’s 
great convocation hall it was the president, 
Sir Robert Falconer, who paid the tribute. 
His first sentence he spoke slowly and let it 
stand alone for a few seconds: “Charles 
Kirk Clarke was a good man.” 

His friends who listened knew the pro- 
found meaning of those words. 

Cc. 


DISCIPLINE OF THE EMOTIONS 


“Refuse to express a passion, and it dies . . 
posture, sigh, and reply to everything with a dismal voice, and your melancholy lingers. 


There is no more valuable precept in moral education than this . 


. on the other hand, sit all day in a moping 


. if we wish to con- 


quer undesirable emotional tendencies in ourselves, we must assiduously .. . go through 
the outward movements of those contrary dispositions which we prefer to cultivate. The 


reward of persistency will infallibly come. 


. . . Smooth the brow, brighten the eyes, con- 


tract the dorsal rather than the ventral aspect of the frame, and speak in a major key, 
pass the genial compliment and your heart must be frigid indeed if it do not gradually 


thaw! 


—WILLIAM JAMES 
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ELECTROSHOCK AND HYPOTHALAMIC SYNDROME 


Editor, Tue AMERICAN JoURNAL oF Psy- 
CHIATRY : 


Sir: In the June 1957 issue Dr. John C. 
Pollard reported a case showing an unusual 
hypothalamic syndrome with complete vaso- 
motor collapse following electroshock ther- 
apy. The effect of EST on the autonomic 
nervous system has been of interest to me for 
some time. In a paper appearing in the Psy- 
chiatric Quarterly (Observations on Elec- 
tric Shock Treatment, Psych. Quart. 17, 327- 
336, April 1943) I reported two patients 
with symptoms attributed to irritation of 
the autonomic nervous system, one of whom 
showed severe emaciation, multiple skin ab- 
scesses not responding to surgical treatment, 


and trophic changes of nearly all fingers 
and toes, and died within two months after 
termination of EST. My conclusion was that 
EST produces severe stimulation of the auto- 
nomic nervous system. 

A search of the literature, as Dr. Pollard 
has stated, fails to reveal additional cases, 
although it seems likely that other investiga- 
tors might have had similar experiences. 
Much of the improvement brought about by 
electroshock and its more recent modifica- 
tions can be explained by its effect upon the 
vegetative nervous system; similarly, it can 
be readily understood that adverse reactions 
are also possible. 

Kurt Nusssaum, M.D., 
Baltimore, Md. 


BENACTYZINE (SUAVETIL) 


Editor, THE AMERICAN JOURNAL OF Psy- 
CHIATRY: 


Sir: I have read with interest Doctors 
Vernon Kinross-Wright’s and John H. 
Moyer’s article in The American Journal of 
Psychiatry, 114; 73, July, 1957, describing 
their experience with the tranquilizer ben- 
actyzine (Suavetil). ; 

About two years ago Lloyd, Dabney & 
Westerfield Laboratories were kind enough 
to let me try benactyzine in my general psy- 
chiatric practice. I tried it for over a year 
in over 80 patients, including all types of 
psychiatric cases, and came to the same con- 


clusions that Doctors Kinross-Wright and 
Moyer did. 

It was occasionally effective in reducing 
anxiety and tension in emotionally disturbed 
patients. So many of the patients reported 
atropine type side-effects, however, that it 
was difficult to get them to continue medica- 
tion in sufficient dosage to give them much 
symptomatic relief. After a year’s trial with 
benactyzine, it was discontinued as being 
less effective than other tranquilizers and ob- 
jectionable to the patients because of its side- 
effects. 


Frepertck Lemere, M.D., 
Seattle, Wash. 


DRUG FATALITIES 


Editor, THE AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Str: This letter refers to Paul E. Feld- 
man’s case report. “An Unusual Death As- 
sociated With Tranquilizer Therapy,” in the 


May 1957 issue of The American Journal 
of Psychiatry. 

The following case report is from the 
psychiatric division of the Kings County 
Hospital Center, Brooklyn 3, New York. It 
suggests, as did Dr. Feldman’s report, the 
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failure of the cough reflex to respond ade- 
quately to foreign material in the trachea. 


Case History—A 30-year-old schizophrenic fe- 
male was hospitalized on April 8, 1957. The onset 
of her mental illness was relatively acute. Clini- 
cally, hyperactivity, agitation, hypochondriacal de- 
lusions and hallucinations were observed. At the 
time of admission and for most of her hospitaliza- 
tion she remained agitated, had a low-grade fever 
(100-100.6 rectally) and sinus tachycardia. The re- 
mainder of her physical examination and laboratory 
tests including blood urea nitrogen determination, 
complete blood counts and urinalysis were within 
normal limits. Chest and thoraco-lumbar vertebrae 
X-ray studies were normal. 

Thorazine, 200 mgm. q.i.d. by mouth was begun 
on April 10, 1957. There was no untoward initial 
response to the drug. On the day of the patient's 


death she had her last dose of Thorazine at 2 p.m. 
At 6 p.m., shortly after the patient had dinner she 
was observed in the day hall markedly dyspneic and 
struggling to keep from falling to the floor. She 
then collapsed, her pulse was unobtainable and she 
died in a matter of minutes. 

The significant autopsy findings were marked con- 
gestion of the trachea and bronchi, with a thick 
gruel-like substance along the trachea, bronchi and 
running down into the smaller bronchioles. 


I believe Dr. Feldman’s calling attention 
to the possible adverse effects of ataractic 
drugs on the respiratory system is important 
for all physicians who employ such therapy. 

IrviNG J. Farser, M. D., 
Forest Hills, New York. 


WAGNER-JAUREGG 


Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY: 


Sir: Being a pupil and great admirer of 
Wagner-Jauregg, I was very pleased that 
you commemorated his rooth birthday (Am. 
J. Psychiat., June 1957). I would like to add 


a few facts, interesting especially for Ameri- 
cans. 

It was Wagner-Jauregg who introduced 
postgraduate courses for foreign physicians 
and he is the originator of “The American 
Medical Association of Vienna” which 
brought about an important exchange of 
medical knowledge and culture between both 
countries. 

Wagner-Jauregg was also the first to rec- 
ognize the significance of radiology and 
worked actively for the establishment of a 


central institute for x-rays. Many of the 
internationally known founders of radiology, 
a science whose importance is now more 
evident than ever, came from this institute. 
After Wagner-Jauregg’s retirement, Otto 
Poetzl, a former associate, succeeded him. 
Another associate, Josef Gerstmann, Wag- 
ner-Jauregg’s closest collaborator of many 
years, especially in the field of malariather- 
apy, lives now in New York. 
Wagner-Jauregg’s memoir, Julius Wag- 
ner-Jauregg, Lebenserinnerungen (Reviewed 
in this JouRNAL July 1952, pp. 73) by L. 
Schoenbauer and M. Jantsch (Wien: 
Springer Verlag, 1950), gives an excellent 
picture of his personality and work. 
EpitH Kvemperer, M. D. 
New York City. 


ELECTROSHOCK THERAPY 


Editor, Tut AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Sir: I would like to make a few comments 
in reply to the letters by 1. Edwards and 
Listwan; 2. Impastato; 3. Marshall, in the 
July 1957 issue of the JouRNAL. 

Referring to our experiences at Pinewood, 
we have, with our own modifications, fol- 
lowed Impastato’s method of a muscle re- 
laxant plus a subconvulsive shock prior to 
the convulsive treatment. Our equipment is 


Reiter’s unidirectional machine, Model RC- 
47D and Reiter’s Mol-ac II machine with 
anectine the muscle relaxant. As a routine 
we prescribe in new cases 5 mgms. of anec- 
tine, increasing the dosage per treatment as 
rapidly as we feel necessary until the desired 
effect is attained. Approximately 10 seconds 
after the injection, a subconvulsive shock is 
administered and this is followed, in about 
15 to 30 seconds, with the convulsive shock. 
Occasionally this latter period must be 
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lengthened in order to obtain the desired 
effect, but in the majority of cases the shorter 
period is effective. 

We have not found it necessary to pre- 
scribe sodium amytal prior to the treatment 
procedure. Pinewood is a private hospital 
where treatments are given in the patients’ 
rooms and pre-treatment anxiety is compara- 
tively uncommon instead of being the rule. 

We do not use oxygen before the convul- 
sive stage, nor do we use it following treat- 
ment in the majority of cases. It has been 
found that under ordinary circumstances 
respiration begins fairly promptly after the 
treatment. In any group of patients how- 
ever, there are always some who require 
oxygen to prevent anoxia. On the whole, 
respiration is delayed as frequently with 
intravenous sodium pentothal as with anec- 
tine. 

Our use of intravenous pentothal for the 
purpose of eliminating anxiety has been 
practically eliminated. It has been found 
that in addition to anectine being much 
simpler to inject (due to the smaller amount 


of the drug), some anesthesia is produced, 
or appears to be, and the patient lies quietly 
and is seemingly unaware of the situation. 
Shortly however, the drug begins to cause 
restlessness and at this point the subconvul- 
sive treatment is administered. This subcon- 
vulsive treatment definitely anesthetizes the 
patient certainly as effectively as the pento- 
thal and in addition it creates a post-treat- 
ment amnesia. Our contention is that it is 
not at all necessary to use a chemical anes- 
thetic, or that legal hazards or cheapness are 
factors in the use of subconvulsive treatment. 
In addition to being effective and simpler, 
it appears to be less dangerous than the use 
of pentothal, which occasionally causes de- 
layed respiration and also seems to lessen the 
effect of the shock treatment. 

To reiterate, it is our opinion that sub- 
convulsive treatment is a safe, satisfactory 
and adequate anesthetic in electroshock ther- 
apy. 
Wa ter A. Tuompson, M.D., 

Clinical Director Pinewood Hospital, 

Katonah, New York. 


SELF-DISCIPLINE 


Mistakes, misunderstandings, obstructions, which come in vexatious opposition to one’s 
views, are always to be taken for just what they are—namely, natural phenomena of life, 
which represent one of its sides, and that the shady one. In overcoming them with dignity, 
your mind has to exercise, to train, to enlighten itself; and your character to gain force, 
endurance, and the necessary hardness. . . . Never to relax in putting your magnanimity 
to the proof; never to relax in logical separation of what is great and essential from 
what is trivial and of no moment; never to relax in keeping yourself up to a high 
standard—in the determination, daily renewed, to be consistent, patient, courageous. 


—Baron STOCKMAR TO PRINCE ALBERT 
(In Lytton Strachey: Queen Victoria) 
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IDEA AND ACT 


From college days comes the recollection 
that in elementary courses in psychology we 
learned something about how a sense im- 
pression, energizing a neurone circuit, leads 
to a motor response. The process could be 
represented graphically. It was a picture of 
how an idea may spring into action. We 
learned also that the response might not be 
immediate ; it might be long delayed, germi- 
nating in the mind as an idea—an image of 
the act—until eventually it ended as the act 
itself. The motor response might, of course, 
never take place if there were strong enough 
counter impulses to inhibit it; but if the 
climate of the mind were favorable, and if 
the sensory stimuli of the spoken or written 
word were vigorously reiterated, the motor 
response, if not indeed probable, at least 
could not be discounted. It might partake 
of the nature of a conditioned reflex. Thus 
it could be shown that, with certain excep- 
tions which need not engage us here, before 
an act took place there would normally be 
in consciousness an idea of that act. 

Later on, when we gained some acquaint- 
ance with criminology, we learned about the 
mens rea, This mens rea was just the old 
germinal idea that elementary psychology 
taught, only this time it was a wrongful or 
criminal idea. And if a person who had 
committed a crime was to be held accounta- 
ble and punished, then it must be shown that 
the antecedent mens rea was there. If it 
was held that there was no mens rea, we 
would have one of those exceptions men- 
tioned above and the accused would be ad- 
judged not guilty of a criminal act. 

In any case, lawful or unlawful, the thesis 
is that an overt act is the terminal fact in a 
causal sequence, and that in general the act 
follows upon and is a consequence of the 
idea, which was a mental image of the act. 

It seems to follow that mens rea, however 
it germinates, is a dangerous thing; but that 
when it is specifically implanted in the mind 
by indoctrination and as part of a credo that 
has the nature of a religion, its threat be- 
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comes ominous. The teaching of Commu- 
nism is fairly well known, and there are 
examples enough over there of the idea- 
action sequence. 

In 1940 the Congress of the United States 
passed the Alien Registration Act, commonly 
known as the Smith Act. This act has not 
been repealed. One of the clauses makes it 
a crime to “advocate overthrowing any gov- 
ernment in the United States by force or 
violence.” In 1949, after a jury trial that 
lasted g months, 11 leaders of the Com- 
munist party were convicted of conspiracy 
to advocate overthrow of the Government 
by force and were sentenced to prison terms 
and fines. In 1951 the United States Su- 
preme Court ruled that the convictions were 
valid and that the Smith Act as applied in 
the case was constitutional. The vote was 
6 to 2. 

During the interval since, 145 Communists 
have been indicted and 89 have been con- 
victed under the Smith Act. Fourteen of 
these carried their cases to the Supreme 
Court, and in June 1957 the Court set aside 
their convictions. The ruling was based on 
arguments that the majority of the Justices 
conceded were “often subtle and difficult to 
grasp.” Justice Clark dissented from the 
decision, stating that the distinctions were 
too “subtle and difficult” for him to grasp. 

In its 1957 decision the Supreme Court did 
not repudiate the Smith Act but in interpret- 
ing it performed an extraordinary feat of 
psychological acrobatics. This feat con- 
sisted of a gossamer-fine distinction be- 
tween “advocacy of abstract doctrine” and 
“advocacy directed at promoting unlawful 
action.” According to this dialectic, “teaching 
of forcible overthrow as an abstract prin- 
ciple, divorced from any effort to instigate 
action to that end” is quite permissible, and 
presumably the High Court is prepared to 
defend such teaching. And so we come back 
to our original question—that of the rela- 
tions of the idea (whether qualified as “ab- 
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stract” or not) to the act, and of the mens 
sana which is harmless to the mens rea which 
is criminal. Who is capable of drawing the 
fine distinction between the state of mind of 
one who teaches the commission of a crime 


Psychiatry is presently more in the news 
than ever before. This may not mean much 
since there are other fields of knowledge a 
well as of ignorance about which newspapers 
are printing much more than the somewhat 
neutral bystander could expect and digest. 
There are now many more people who have 
learned to read than in times past, and there 
are radio and TV. 

As regards psychiatry a few facts stand 
out which I want to mention. The old hos- 
tility to psychiatry is still alive. Psychiatric 
institutions and psychiatrists are still con- 
sidered with outspoken prejudice. There is 
the notion that patients once taken care of 
by psychiatrists are more or less “goners.” 
Whoever is known to be in psychiatric treat- 
ment is adjudged crazy by certain groups of 
our society; the compliment is occasionally 
extended to the therapist, for “who, after 
all, would deal with crazy people unless he 
were crazy himself?” 

At the same time within psychiatry great 
efforts are made to train more and more psy- 
chiatrists, and, of course, to train them well. 
It is figured out statistically that the ratio of 
psychiatrists to population is unsatisfactory. 
A continued increase of persons needing psy- 
chiatric treatment is expected and predicted. 

Streams of literature coming from two 
sources unite in the attempt to enlighten peo- 
ple. This is the popular literature in which 
the public is told all manner of things con- 
cerning psychiatric disturbances and abnor- 
malities. The two sources are the profes- 
sional (psychiatric) and the lay writers who 
in the make-up of their articles and books 
show unmistakable similarities, e.g., the 
readiness to impress their readers with sen- 
sational material connected with the expecta- 
tion to appear on the best seller list. It is im- 
possible to find out which of the two sources 
is doing more harm. Only too often the writ- 
ers do not show common sense ; Dr. Alvarez, 


as a mere “abstract principle” which is de- 
clared to be lawful and the state of mind 
of one who commits that crime or instigates 
its commission? The argument is indeed 
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“subtle and difficult to grasp.” 


a physician of undeniable common sense has 
repeatedly made remarks with sarcastic hu- 
mor about this deplorable lack. (This obser- 
vation does not imply that I am particularly 
enthusiastic about Dr. Alvarez’s column.) 

It is easy to pick out a particular school of 
medical psychology and make it responsible 
for the whole dilemma. If such schools were 
not gratifying certain needs they could not 
have become so successful as they still are. 
And, logically, if those sensational products 
in printer’s ink were not greedily “bought” 
by a rather large portion of the social group, 
much of that ink would be spared. 

We read about successes in psychotherapy, 
physical therapy, and research before the 
pertinent data have been collected and evalu- 
ated. A goodly number of non-psychiatrists 
pretend and probably believe that they know 
much better than the psychiatrists. The very 
reserve and reluctance of the professionals 
who are not willing to spill unripe beans 
gives those outsiders a welcome start. 

All this would be irrelevant and would best 
be ignored if there were not all those hopes 
raised that cannot be fulfilled. Patients come 
or are brought to psychiatric offices and hos- 
pitals not only with ready made diagnoses, 
but with the request for a certain type of 
therapy, e.g., shock treatment, concerning 
which they or/and their relatives have been 
informed through the kind of literature un- 
der consideration here. The Miltown epi- 
demic, incidentally, was a case in point of in- 
ept, unprofessional information and _ its 
abuse. 

Can anything be done about this situation ? 
One may think that the agencies devoted to 
world, national and municipal mental health 
and mental hygiene have the task to gather 
and to distribute valid information. However, 
who decides what information was or is or 
will be valid? It is obvious that these agen- 
cies ought to receive their information from 
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reliable psychiatristrists and psychiatric in- 
stitutions. Who decides which psychiatrists 
and which psychiatric institutions are relia- 
ble? Who can hinder an all too eager young 
doctor from talking about “developments” 
as though the aims of pertinent labors were 
already reached ? 

I shall not attempt to answer these ques- 
tions. But I shall make one recommendation. 
It is easy to talk about “ethics”; it is not 
quite so easy to keep a host of professional 
workers within ethical bounds. It is possible, 


though, to remind members of the group of 
their moral obligations, and it is desirable 
and feasible to warn them to be utterly cau- 
tious in their pronouncements. What a bless- 
ing it would be if the publication of books 
which are neither bona fide literary works 
nor scientific treatises were stopped! It ap- 
pears to me that this would be apt to do 
something to de-ridicule contemporary psy- 
chiatrists and psychiatry. 
Eucen Kaun, M.D., 
Galveston, Tex. 


CALIFORNIA MENTAL HEALTH SERVICES 


The California Department of Mental Hy- 
giene reports the release rate of patients 
from the state hospitals increased by 31% 
during the decade 1947-1956. This increase 
was attributed to several factors including: 
an increase in the ratio of hospital workers 
to patients ; an increase in professional staff 
trained in psychiatric therapeutic techniques ; 
improved material facilities designed spe- 
cifically to provide treatment, not only of the 
acutely mentally ill patient, but also of those 
who may be physically ill or handicapped. 
Other contributing factors include the ap- 
plication of the more recent advances in drug 
therapy, an increased public awareness of the 
needs of patients when released to communi- 
ties, and corresponding public co-operation. 

The admission rate per 100,000 of the 
population declined from 135 in 1953 to 129 
in 1956 although the total state population 
increased 13% in that period. During that 
same four-year period the resident hospital 
population rate per 100,000 of the general 
population declined from 297 in 1953 to 275 
in 1956. Coupling this trend with that of 
the currently projected new facilities, the 


Convictions are more dangerous enemies of truth than lies. 


department expects that the present over- 
crowding of the state hospitals will be 
brought to an end by the fiscal year 1960-61. 

The department’s budget for the fiscal year 
1957-58 totals $110 million, Of this amount, 
$92.5 million includes a substantial increase 
in the level of personal services for existing 
hospitals and provides for the operation of 
newly completed facilities; expansion of 
family care services; continued planned re- 
search; and the establishment of additional 
outpatient care, including a “day-night” care 
program. The budget also projects $18.5 
million for the development of additional 
hospital facilities. 

The significance of this comment may be 
better appreciated when it is realized that 16 
years ago the California state hospitals were 
custodial institutions, without special facili- 
ties or personnel for the intensive treatment 
of the acutely mentally ill. No community 
mental health facilities existed and no or- 
ganized effort to train or teach personnel ex- 
isted west of the Rockies. 


W. L. T. 


—NIETZSCHE 
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Pusiic HeattH Mission To Russta.— 
Leroy E. Burney, Surgeon General of the 
Public Health Service, reports that 5 United. 
States public health physicians departed 
August 13 on a 4-week exchange mission 
to the USSR. Chairman of the mission is 
Dr. Thomas Parran, Dean, Graduate School 
of Public Health, University of Pittsburgh, 
and a former Surgeon General of the Public 
Health Service. This mission was arranged 
by the Public Health Service, in co-opera- 
tion with the U. S. Department of State. 
The visit will provide opportunities for 
closer contacts between public health and 
medical leaders of the 2 nations, and will 
facilitate the exchange of technical informa- 
tion in health fields. 

The American physicians will visit cities 
and villages in 5 of the 15 republics of the 
USSR in Europe and Asia. They will visit 
the Union Ministry of Health, city health 
departments, hospitals, dispensaries, indus- 
trial medical services, research institutes, and 
medical schools. A reciprocal Soviet Union 
public health mission will visit the United 
States in October. 


PosTGRADUATE CENTER FOR PsyCHo- 
THERAPY.—In October 1957 the Postgradu- 
ate Center for Psychotherapy (218 E. 7oth 
St., New York City) will initiate a series of 
International Seminars in the field of mental 
health by presenting Dr. W. Grey Walter, 
internationally renowned British neurophysi- 
ologist. Speaking on “Brain and Behavior,” 
Dr. Grey Walter will address an open meet- 
ing at the New York Academy of Medicine 
at 8:00 p.m. on October 23, 1957. He will 
also lead two other seminars, on October 20 
and 31 ; the subjects will be “The Physiology 
of Personality” and “The Cybernetic Ap- 
proach to Mentality and Society.” At the 
third meeting he will demonstrate his “‘elec- 
tronic turtle,” one of the models he designed 
and built for the study of nerve mecha- 
nisms. 

W. Grey Walter, one of the pioneers in 
the development of electroencephalography, 


is the inventor of a number of electronic 
models of nerve mechanisms, including the 
Conditioned Reflex Analogue which re- 
sponds to an association of ideas or stimuli 
by a process of apparent anticipation. 


DeatH oF Dr. Lowrey.—With great re- 
gret we have to announce the death of our 
associate editor, Lawson G. Lowrey, on 
August 16, 1957. His death was due to a 
coronary occlusion. Dr. Lowrey had been a 
member of the editorial board since 1951 and 
and brought to us the benefit of his consider- 
able previous editorial experience. His loyal 
co-operation has been invaluable. A me- 
morial notice and biographical sketch will 
appear in a later issue of the JouRNAL. 


REGIONAL RESEARCH CONFERENCE, 
MontreAL.—The American Psychiatric As- 
sociation will hold its 6th Regional Research 
Conference in Montreal under the auspices 
of McGill University on Friday and Satur- 
day, November 8 and 9, 1957. Final details 
of the program will be announced later. In- 
vitations are being sent to all psychiatrists 
in Ontario, Quebec and the Maritime Prov- 
inces, and in northern New York State and 
northern New England. 

Those wishing to submit papers or to sug- 
gest topics for discussion should communi- 
cate promptly with Dr. D. Ewen Cameron, 
chairman of the department of psychiatry, 
McGill University. 

Three half-day sessions will be devoted to 
papers and the fourth to audio-visual pre- 
sentations. The general topics at present 
under discussion are: I. communications ; 
2. remembering ; 3. effects of repetition of 
verbal signals on behavior; 4. object rela- 
tions; 5. time and timing as pathogenic 
agents. 


INFORMATION For REe.atives or Hospt- 
TAL PATIENTS.—A booklet for relatives and 
friends of patients entering the state mental 
hospitals has been published by the N. Y. 
State Department of Mental Hygiene. 
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Designed to reassure the anxious family, 
the booklet explains what happens to the 
patient in the hospital and points out the 
role of the relative. Necessary rules and 
regulations and the reasons for them are dis- 
cussed. The theme of the text is that after 
a patient is admitted, the hospital and the 
family must work together toward his re- 
covery. 


INTERNATIONAL ASSOCIATION OF APPLIED 
PsycHoLocy.—The International Associa- 
tion will hold its 13th Congress in Rome, 
April 9-14, 1958. Plenary sessions will deal 
with psychology in the training of managers, 
physicians, teachers and judges. 

Sections of the Congress will be devoted 
to problems of industrial psychology and 
vocational guidance; medical psychology ; 
educational psychology and legal psychology. 

For further information, write the Secre- 
tary-General, Prof. Luigi Meschieri, 41, Rue 
Gay-Laussac(5°), Paris, France. 


THe AMERICAN PsycHosomatic Soci- 
ETY.—The 15th annual meeting of the 
American Psychosomatic Society will be held 
in Cincinnati, on Saturday and Sunday, 
March 29 and 30, 1958. 

The Program Committee would like to re- 
ceive titles and abstracts of papers for con- 
sideration for the program, no later than 
November 15, 1957. The time allotted for 
presentation of each paper is 20 minutes. 

Abstracts in octuplicate should be sent to 
the Chairman of the Program Committee, 
Dr. Theodore Lidz, 551 Madison Ave., New 
York 22, N. Y. 


New York State LecisLation Con- 
CERNING MENTAL RETARDATION.—The Re- 
port of the New York State Joint Legisla- 
tive Committee on Mental Retardation, 1957, 
describes legislation introduced at the request 
of the committee and passed in 1956. The 
7 laws thus passed deal with inequities aris- 
ing from liability for payment of care in 
mental hospitals; financial aid for Coopera- 
tive Boards; obtaining all facts concerning 
mentally retarded children; permitting pri- 
vate organizations to conduct classes in pub- 
lic schools ; deleting the mandated 3-year age 
limit for classes; continuous study of the 


incidence of mental retardation ; greater state 
financial aid to the mentally retarded; the 
establishment of a single basic program for 
state aid and the establishment of 2 demon- 
stration centers for the purposes of case 
finding, diagnosis and parent counseling. 

Some of the recommendations of the 
committee for 1957 concern the obtaining 
of state aid to employ psychologists; the 
establishment of a separate division within 
the Department of Hygiene for an adminis- 
trative program for the mentally retarded; 
establishment of a policy of separate facili- 
ties for mentally retarded delinquents; ap- 
propriate classes to be set up by boards of 
education for the retarded between the ages 
of 5 and 21; mandatory transportation ; and 
scholarships for the training of teachers for 
mentally retarded children. 


ProsLteMs oF AGING.—A pioneer Re- 
gional Center for Research on Aging is to be 
established at Duke University, Durham, 
N.C. 

First of its kind in the nation, the center 
will be supported in part by a U. S. Public 
Health Service grant expected to total more 
than $1,500,000 over a 5-year period. The 
center will serve as a pilot project in the 
Southeast and its success may determine 
whether or not similar undertakings will be 
launched in other regions with support from 
the National Institutes of Health in the 
USPHS. 

Specific aims of the center, which is ex- 
pected to be in operation within the next 18 
months, include encouragement and support 
of research into the phenomenon and health 
problems of aging; training of research in- 
vestigators ; and development of a source of 
scientific knowledge in this field for govern- 
ment as well as for private groups. 


CoNNECTICUT PosTGRADUATE SEMINAR 
IN PsycHIATRY AND NeurROLOGy.—The 
11th Postgraduate Seminar will extend from 
September 18, 1957, through April 16, 1958. 

From September 23 through December 6, 
1957, sessions in clinical neurology, neuro- 
roentgenology, electroencephalography, neu- 
roanatomy, neurophysiology and neuropa- 
thology will be held on Mondays and 
Wednesdays from 3:00 to 9: 00 p.m., at the 
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Yale University School of Medicine, New 
Haven, Conn. On November 27 and Decem- 
ber 2, 1957, four sessions in clinical psychol- 
ogy will be held from 4:00 to 9:00 p.m., 
also at the Yale University School of Medi- 
cine. 

From January 6 through March 3, 1958 
(Mondays), from 3:00 to 8:45 p.m., ses- 
sions in general psychiatry, psychosomatic 
medicine, geriatrics, and psychiatry and law 
will be held at the Connecticut State Hos- 
pital in Middletown. 

From January 8 through March 5 
(Wednesdays), courses in child psychiatry 
and pediatric neurology will be given at the 
Yale University School of Medicine from 
3: 00 to 8: 30 p.m. 

There is no fee for the above courses. 

Copies of the program may be obtained 
from the Office of the Assistant Dean for 
Postgraduate Medical Education, Yale Uni- 
versity School of Medicine, 333 Cedar Street, 
New Haven, Conn. 


EASTERN PsyCHIATRIC RESEARCH Asso- 
CIATION Papers.—Reports of papers read 
at the 1st annual meeting of the Eastern 
Psychiatric Research Association in October 
1956 are presented in a monograph supple- 
ment to Diseases of the Nervous System for 
July 1957. It is a welcome service on the 
part of Editor Harris to have made this ma- 
terial available in this way. The supplement 
gives an introductory account of the origin 
and organization of the Eastern Psychiatric 
Research Association and presents photos 
of its first officers: president, Dr. David J. 
Impastato; vice-president, Dr. Leo Alex- 
ander ; secretary-treasurer, Dr. Theodore R. 
Robie; and councilors, Drs. Joseph Epstein, 
Emerich Friedman, William L. Holt, Jr., 
and Harry R. Lang. 

Of especial value is a complete report with 
detailed table by President Impastato of 
fatalities in EST, based on the studies of 214 
fatalities reported in the literature and 40 
fatalities previously unpublished. 

This supplement includes also reports of 
papers read at a seminar on EST at Kings 
Park State Hospital in October 1957. 

A roster of members of the Eastern Psy- 


chiatric Research Association, numbering 
120, is also included. 


Dr. TyHurst Gores TO THE UNIVERSITY 
oF British Co_tumBiA.—From the Allen 
Memorial Institute of Psychiatry, McGill 
University, comes the announcement that Dr. 
J. S. Tyhurst, professor of psychiatry at 
McGill, has been appointed professor and 
chairman at the department of psychiatry at 
the University of British Columbia, and head 
of the department of psychiatry at Van- 
couver General Hospital. 


Dr. SLOANE TO Heap PsycHIATRY AT 
QueENS UNIversiry.—Dr. R. B. Sloane, 
lecturer at McGill University and assistant 
psychiatrist Royal Victoria Hospital, Mont- 
real, has been appointed professor and chair- 
man of the department of psychiatry at 
Queens University, Kingston, Ontario. 


SALMON Lecrures 1957.—The Salmon 
Committee on Psychiatry and Mental Hy- 
giene announces that this year’s Thomas Wil- 
liam Salmon Lectures will be given by Dr. 
David McK. Rioch, Director of the Division 
of Neuropsychiatry at the Walter Reed 
Army Institute of Research in Washington, 
D.C. 

Dr. Rioch will speak on “Research in Psy- 
chiatry : Certain Problems and Developments 
in Multi-Disciplinary Studies,” and the talks 
will be given at 4:30 and 8:30 p.m. on 
Thursday, November 21, 1957 at Hosack 
Hall of the New York Academy of Medi- 
cine. 


EASTERN PsyCHIATRIC RESEARCH Asso- 
CIATION OrFicers, 1957.—At its annual 
meeting in June 1957, the Association elected 
the following officers for the forthcoming 
year: president: Dr. Leo Alexander ; presi- 
dent-elect: Dr. Theodore H. Robie ; 1st vice- 
president: Dr. William L. Holt, Jr.; 2nd 
vice-president: Dr. Charles Buckman ; secre- 
tary-treasurer: Dr. David J. Impastato ; asst. 
secretary-treasurer: Dr. Lawrence H. Gaha- 
gan; councilors (for 2 years): Dr. William 
Furst and Dr. Pasquale Lotesta ; councilors 
(for 3 years); Dr. Nicholas Locascio and 
Dr. Evelyn Ivey. 
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Die BEURTEILUNG DER ZURECHNUNGSFAHIGKEIT. 
Ein Vortrag. (Dritte Auflege.) By Kurt 
Schneider. (Stuttgart: Georg Thieme Verlag, 
1956.) 


In the first part of this concise and lucid book- 
let, Schneider presents a short outline of his psychi- 
atric nosological system developed largely on the 
basis of Karl Jaspers’ psychopathology. Abnorraal 
behaviour is either a sign of disease or an expres- 
sion of abnormal mental variation. The concept 
“disease” is understood in a purely medical sense. 
It comprises the known diseases like general paresis 
or senile brain disease as well as postulated dis- 
eases where the clinical picture indicates the pres- 
ence of a disease process although the latter is still 
not proved as in schizophrenia and manic-depres- 
sive psychosis. “Abnormal variations” are essen- 
tially different from diseases in that they are purely 
quantitative deviations from the average. No sharp 
borderline exists between normality and abnormal 
variations. In the intellectual field only the nega- 
tive variations are of psychiatric importance. Clini- 
cally, they appear as congenital mental deficiencies 
of moderate degree whereas the severer forms are 
usually a sign of “disease.” Other abnormal vari- 
ations are abnormal vital drives, abnormal (psy- 
chopathic) personalities and abnormal reactions 
which comprise also the neurotic reactions. 

This nosological system forms the basis for the 
application of Article 51 of the German Criminal 
Code in psychiatric cases. This article states that 
a punishable act has not taken place if the per- 
petrator at the time of the crime did not have in- 
sight into the nature of the crime or the ability to 
act according to this insight; either because of 
cloude 1 consciousness, morbid impairment of his 
reasoning, or mental deficiency. If insight or the 
ability to act according to it was only diminished 
the penalty may be diminished as with an attempted 
crime. 

According to Schneider the benefit of Article 51 
should be applied in all cases of psychiatric dis- 
ease, known or postulated, and in those cases of 
Group 2 of his classification which lead to im- 
pairment of consciousness or in cases of mental 
deficiency. It will usually suffice to make the clin- 
ical diagnosis because the presence of one or the 
other disease entity automatically implies one of 
the three conditions mentioned in Article 51. 

The most interesting part of Schneider’s book- 
let, however, is his discussion of the problem 
whether and how far the psychiatric expert is able 
to express an opinion regarding the accused’s in- 
sight into the criminal nature of the act and his 
ability to act accordingly. Consequently, Schneider 
holds that these questions are unanswerable and re- 
main so in a court of law. The reason is that 
Article 51 is based on an outdated psychology which 
divides any action into a rational part during which 
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the acting subject deliberates on the intended act, 
and into a phase of decision, when he decides which 
course to follow. As, however, our actions result 
from the interplay of drives, some of them un- 
conscious, voluntary decisions between possible 
courses of actions are extremely rare. Moreover, 
it seems impossible to determine whether in a given 
situation of temptation ethical insight actually ap- 
peared. The time factor is also of importance, as 
in criminal deeds of a more complicated nature 
more time may elapse and more opportunity to 
achieve insight. As far as the ability to act ac- 
cording to insight is concerned, the situation for 
the expert is still more difficult. Even the assump- 
tion of a “free will” as the basis of any criminal 
code does not help because it is impossible to state 
whether an individual at a given moment could 
make use of it. In short what the expert does is 
to conclude on clinical diagnostic grounds whether 
Article 51 is applicable or not. 

Although Schneider’s booklet deals only with the 
German Criminal Code its content makes worth- 
while reading for everybody interested in forensic 
psychiatry. 

V. A. Krat, M.D., 
Allan Memorial Institute, 
Montreal, Que. 


ASPECTS DE LA PSyCHIATRIE MoperNeE. By Jean 
Delay. (Paris: Presses Universitaires de 
France, 1953.) 


The first part consists of the traditional inaugural 
address delivered by the author in 1947 when he 
was appointed Chief of the Clinic of Mental Dis- 
eases of the Faculty of Medicine. It begins with 
an expression of homage to his predecessor and 
teacher Levy-Valensi, whom the Nazis killed in a 
gas chamber. He pays tribute to his various teach- 
ers and guides, whose names represent a veritable 
Who’s Who in French medicine—Pierre Janet, 
Pichon, Laignel-Lavastine, George Dumas and 
others. 

He narrates the development of the physical sci- 
ences in service of psychiatry such as pneumo- and 
electro-encephalography, chronaximetrics, etc. The 
chronaximetrics is a French discovery and was 
developed by Lapicque and Bourguignon. Psycho- 
chemistry studied the correlation of mental activity 
with hormones vitamins, The greatest progress the 
biological methods made in psychiatry are repre- 
sented by shock therapy. This method does not 
react on the cause of mental disorder but on its 
mechanism. It appears to the author that the action 
of electroshock, being both physiologic and psycho- 
logic, proves that its effect is not only on the 
encephalon as was once thought but on the func- 
tional correlations between the diencephalon and 
the frontal lobe and more generally between the 
basis and the cortex of the brain. 
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The introduction of intelligence and character 
tests like those of Binet-Stanford or Wechsler- 
Bellevue, the Minnesota or the Rorschach enable 
us to make a psychological analysis with the great- 
est objectivity. 

The research in the origin of mental disease can- 
not limit itself to physical causes but has to con- 
sider also moral causes. It was Charcot who was 
the first to call the attention of the medical profes- 
sion to the role played by the subconscious in the 
neuroses and particularly in hysteria, Charcot and 
not Freud. Freud recognized the great debt he 
owed to the teachings of the Salpétriére. He ar- 
rived in Paris when 29 years old and had specialized 
in pure neurology under Meynert without revealing 
any trace of his future orientation. But he was 
soon influenced by the Tuesday lectures of Charcot 
and his demonstrations of hysterics and hypnotic 
treatments. He even overheard Charcot telling 
Brouardel: “At the source of such an illness there 
is always a sexual element.” When Freud returned 
to Vienna and to Breuer, he discovered, while 
treating a hysterical person, a new approach, quite 
different from hypnotism: the psychoanalytic. 

Delay discusses the two tendencies that charac- 
terize the evolution of psychiatry: one looks for 
physical causes of mental disease and _ utilizes 
physiotherapy, the other looks for moral causes 
and utilizes psychotherapy. If the emotional con- 
ditions repeat themselves, an acute disorder becomes 
chronic. For example: paroxysmal arterial hyper- 
tension becomes chronic hypertension, occasional 
acid hypersecretion from the mucosa of the stomach 
becomes an ulcer. Functional troubles do not ap- 
pear any more as a result of a discreet anatomical 
lesion but as its cause. He describes a visit to 
New York Hospital where he saw in the clinic of 
Harold Wolf a patient with a gastric fistula who 
was subject to crises of paroxysmal anxiety. Harold 
Wolf who studied according to Cannon the gastric 
reactions to emotion, observed that when the pa- 
tient’s condition was that of paroxysmal anxiety, 
the motility and the secretion of gastric acid in- 
creased and the small hemorrhages from the 
mucosa eroded into an ulcer. He demonstrated 
that an emotion may cause ulceration. 

In his opening address at the First World Con- 
gress in Psychiatry (Sept. 19, 1950), Delay de- 
scribed the admirable study and classification of 
mental diseases by the psychiatrists of the 19th 
century as a class by itself. The introduction of 
biologic techniques in psychiatry belongs to the 
last half-century. The first use of lumbar puncture 
was in the infectious diseases of the brain and 
meninges. Later it developed into ventricular inter- 
vention and the relationships between mental and 
hydrolic equilibrium. Hypertension or hypotension 
of the brain were treated by decompression or 
insufflation. Dandy has shown that the injection, 
through the lumbar or ventricular regions, of gas 
or fluids, transparent or opaque to XRay, permits 
us to learn about certain conditions of the brain. 

The biophysicists saw in all the functions of the 
brain, electrical influences. The “animal spirits” 
that, according to Descartes, issued from the pineal 


gland, were nothing else than the propagation of 
electrical waves. Adrian, Lapicque and MacCulloch 
made further contributions to the interpretations. 

The author comments further on the various 
therapeutic methods of Sakel, Meduna, Cerletti, 
Fiamberti and Lopez Ibor. He discusses the com- 
plexity of the psychic and physical reactions that 
accompany shock. In the observations of Aschner, 
Camus, Roussy, Claude and Lhermitte. 

“Neurosis and Creation” is the title of a Presi- 
dential address which Delay delivered in Liége 
July 25, 1954 at the 52nd Congress of Neurologists 
& Psychiatrists. He discusses the theories of Lom- 
broso and Nordau that caused hot polemics by the 
end of the century on the topic of degeneration. 
André Gide in his essay on Dostoyevsky expressed 
the idea that the cause of every great moral reform, 
of all changes of values, is a physiological mystery. 
He discusses in a new light the mental deviations of 
authors in modern times. 

Hirscu Loes Gorpon, M.D., 
New York City. 


Tue Circie or Guitt. By Fredric Wertham, M. D. 
(New York: Rinehart & Co., Inc.; Toronto: 
Clarke, Irwin & Co., Ltd., 1957. $3.00.) 


In 1954 Kenneth Chapin, aged 20, killed a 109- 
year-old baby-sitter and the little boy aged 4 she was 
guarding. The weapon was a bayonet. The youth 
had stabbed the girl 38 times and the child 23 times. 
This was in Massachusetts. No motive for the 
crime was established. The killer was first sentenced 
to death, but the sentence was later commuted to 
life imprisonment. 

The Chapin case represents a special type of 
juvenile crime. The one discussed in this book is of 
another type—a teen-age gang homicide in New 
York City. A Puerto Rican youth, Frank Santana, 
aged 17, accompanied by two other members of his 
gang, all Puerto Ricans, encounters a youth belong- 
ing to a hostile gang. Some blustering words and 
behavior follow. Frank takes a gun from his com- 
panion and, whether by design or accident, the gun 
is discharged and the unfriendly boy is killed. 

In court several months later Santana pleaded 
guilty to second degree murder and there was no 
trial. For this crime the sentence required by law is 
20 years to life. The judge game him 25 years. 

Dr. Wertham had been retained by the defence, 
with no fee, since the family of the accused was on 
relief. The purpose of his investigation was to 
establish all the factors, social, economic, cultural, 
educational, that might reasonably be assumed to 
have bearing on the crime, to show what kind of 
personality Santana had developed, what was the 
customary content of his mind, what had come 
to be his standards of conduct, and therefore to 
indicate if possible whether mens rea could 
be said to have existed at the time of the shoot- 
ing. All this would have been useful information for 
the jury in the event that the case had come to 
trial. There were background conditions, Santana’s 
almost daily sessions at crime movies, his daily diet 
of horror comics—“creeps” was the common term 
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for these books. Santana had collected as many as 
two or three hundred of these creeps. No other 
literature interested him. Wertham calculated that 
in the 4 years that Santana had been in continental 
United States “in the comic books that he had read 
and in the movies that he had attended, he had seen 
at least 22,000 homicides.” He quotes George H. 
Pamphrey who said, “One thing is certain: children 
fed on a regular diet of horrors and brutal crimes 
will gradually lose their sense of what is right and 
wrong.” 

An especially important chapter in this book is 
one dealing with the Island of Puerto Rico where 
Santana was born, its history and development and 
the living conditions there before and after the 
Spanish-American War when the Island was an- 
nexed to the United States (1898). Conditions ex- 
isting in Puerto Rico during the twentieth century, 
as described by John Gunther and others, are not 
flattering to the United States. These conditions 
throw light on the considerable migration of Puerto 
Ricans to the mainland, as they have a right to do 
being citizens of the U.S.A., but where they are met 
with unfavorable prejudice and discrimination and 
a common view that they represent a substandard 
group. These circumstances do not promote integra- 
tion but help to explain why the ratio of delinquency 
and crime among Puerty Rican minors on the main- 
land is so much higher than in their island home. 

Because there was no trial Wertham did not have 
the opportunity to present before a jury the data 
he had collected and the conclusions he had drawn 
therefrom, and so he decided “to write them for a 
larger jury” in this revealing volume. 


C.B.F. 


Hearinc THERAPY FOR CHILDREN. By Alice Streng 
and others. (New York: Grune & Stratton, 
1955. $6.75.) 


In the preface the authors claim that they have 
produced the first book to contain in one volume 
the special skills and knowledge needed by mem- 
bers of certain professional groups who work with 
hearing handicapped children. The groups men- 
tioned are the physician and five groups of lay 
people. 

The hopeful reader notes with approbation the 
titles and sequence of the chapters and at the end 
of each of the latter a list of papers by many 
distinguished writers and workers. 

The field covered by the book is so broad that 
no one reader could claim such mastery as to be 
able to justly criticise every detail. The writer of 
this review has devoted many years to children 
with impaired hearing and deaf children and knows 
many of the authors whose works are referred to 
and believes that the book fails to achieve its aims. 

This book is ostensibly written regarding the 
needs of children—and children require very care- 
ful consideration. Only older children who are 
thoroughly healthy, well disciplined, and of above 
average intelligence can be subjected to the tests 


and the treatments suitable for adults. Even such 
children require unusual gentleness and patience 
and these qualities must be joined with unusual 
skill. A child is very able to detect lack of these 
qualities in its otologist and when it does, the 
examining, the testing and the decisions made are 
apt to be very wrong. The younger the child the 
greater the difficulties. 

Every page of a book with this title should be 
permeated with this point of view. A number of 
fundamental misconceptions greatly impair the 
value of its message. 

It is true that the antibiotics, when properly used, 
diminish the severity of upper respiratory infec- 
tions so that mastoid surgery is much less fre- 
quently required and incision of eardrums is 
fortunately uncommon. Earache should be treated 
promptly and often is—but it is still very common 
and earache often means otitis media, and every 
otitis media carries with it the threat of impaired 
hearing. The lesson for the lay groups should be 
insistence on adequate and persistent treatment of 
every case of earache by the physician. Prevention 
should be the keynote. 

It is implied that a pure-tone audiogram has 
the same meaning from coast to coast and that the 
meaning is very valuable. But it has been demon- 
strated unquestionably that audiograms on the 
same patient obtained under different environmental 
conditions, and by different examiners can be 
amazingly dissimilar. An audiogram is nothing 
more than a record of how a patient responded on 
a certain date to a certain technique under certain 
conditions. When repeated at a later date com- 
parison of the two records has no value unless the 
technique and conditions were exactly the same as 
those of the first test. No diagnosis can be made 
from an audiogram alone. And finally—pure-tone 
audiograms on little children can be extraordinarily 
full of errors. 

Great stress is laid on “interpreting the audio- 
gram.” Some technicians can be taught to ad- 
minister some of the tests but from what has just 
been said such technicians should never interpret 
them. And yet this book tells them how to do so. 

The bibliographies in some instances contain 
references which to judge from the text of the 
preceding chapter have not been read or if they have 
been read have been misunderstood. 

The index is far too short and it is irritatingly 
inaccurate. 

To give a complete account of the failings of 
this volume would take a great deal of space. It is 
doubtful whether any chapter except the one, 
“Hearing Losses and their Medical Treatment,” 
will satisfy any reader of moderate ability in an 
acquaintance with otology. It contains a vast 
amount of information and details of many skills 
which the lay groups for which it is written do 
not require and cannot understand. 

D. E. S. Wisuart, M.D., 
Toronto, Canada. 
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A Docror’s Book or THE Hours. By Merrill 
Moore. (Springfield, Ill.: Charles C. Thomas 
Co., 1955, pp. 397. $6.00.) 

Merrill Moore speaks of having written in the 
neighborhood of one hundred thousand sonnets. 
The question still remains: a tour de force or a 
dissipated talent? His recent volume, A Doctor's 
Book of Hours, presumably the output of one year, 
runs to 397 pages, the equivalent in quantity to the 
collected works of many major poets. It does not 
lend itself to classification and refuses to fit neatly 
into this category or that. Call it poetry and im- 
mediately it springs a leak and drains away into 
journalism; but the dilemma remains, for every 
now and then a live poem jumps from the page 
and, presto, the good reporter becomes a good poet. 

The months of the year give titles to the 12 sec- 
tions of the book; sub-headings include Analysis 
of Men, Natural History, The Clinic, Public Life 
etc., and it might seem that every angle of the 
world we live in, of the inner and outer man, had 
been explored by this prolific sonneteer. One ex- 
pects Moore, as psychiatrist and poet, to be a kind 
of double deity (poets have ever considered them- 
selves divine, and the psychiatrist must perforce 
play the role of god), yet even in the discerning 
sketches of people the poems seldom transcend the 
analyst’s couch. 

Though A Doctor’s Book of Hours demands a 
patient search before it reveals the talent that is, 
nonetheless, scattered through its pages, the reader 
whose interest does not lie in consistent poetic merit 
will find a variety of lively observation and good 
reporting on a multitude of subjects. Merrill 
Moore himself describes the poetic process; he 
would do well to take his own words to heart, and 
to buy a new and stronger lock for the djinn. Here 
are his lines: 


Tue Poet Owns a Djinn, SHUT IN A Bortte HE 
Russ OccassIONALLy ; THE Is HIS MIND 


The impulse to write a sonnet is an impulse 
To record somethirg that is momentarily 
Felt with volatile intensity 

Or something that may, over a longer time, 
Be felt more deeply, although less intensely 
But with a kind of continuity 

And earnestness approaching the sublime. 


More than that, (this is only the beginning) 
Sonnets are virtuous, the opposite 

Of sinning ; for example when we look 

With comprehending eye on Shakespeare’s book, 
We find a record of great passion there, 
Most of which, I suspect, was thinnest air, 


Not flesh and blood, because, if it had been 
An active passion, in reality, 
The poems would not be written, and the djinn 
Would have escaped the bottle; 

as it is, 
His strength lies in this fact: he is confined, 
His power is locked in the poetic mind. 


ANNE WILKINSON, 
Toronto, Canada. 


AMERICAN LITERATURE AND THE DreaM. By 
Frederic I. Carpenter. (New York: Philo- 
sophical Library, Inc., 1955, pp. 220. $4.75.) 


“The American Dream” began long before the 
Revolutionary War. It started in Western Europe 
and the British Isles. It was very simple in its 
origin and it meant only one thing—a fuller, richer, 
and better life for all. It was not a revolutionary 
concept and had nothing whatsoever to do with any 
later “socialist” or even later “communist” ideas. 
It did share something of the qualities of Sir 
Thomas More’s “Utopia” and possibly it got some- 
thing from Plato’s “ideal” for a republic. 

In this book the author makes remarkable selec- 
tions from American literature beginning with 
Emerson and Bronson Alcott and brings the idea 
up to date including stops at many way-stations. 
Walt Whitman would be amazed if he were living 
to see his casual thoughts so sharply emphasized. 
Melville, now so popular as the portrayer of Moby 
Dick, is allowed to contribute a small donation. 

In Part 4 of this book more recent thinkers are 
grouped under the heading of “pragmatists” and 
even Eugene O’Neill is given some credit. The 
author has objectively harvested a very wide field, 
but he has sifted his material down to “big” names 
and the way they deal with “big” ideas for good 
and for evil. He treats Robinson Jeffers in an in- 
teresting way, also Thomas Wolfe, John Stein- 
beck, William Saroyan and Ernest Hemingway. 
I wish he had also analyzed John Crowe Ransom 
and Robert Penn Warren, who have much to say 
about the general topics of this book. It is very 
provocative writing but not always conclusive. 
The general method of the author is eclectic and 
this book will appeal to the general reader who 
has begun to think about that most basic of all 
ideas, what is good and what is not good, as it 
applies to the major literary figures who have 
written since the American states became united. 

Merritt Moore, M.D., 
Boston, Mass. 


Tue Direction oF HUMAN DeveLopMeNnt: Biuo- 
LOGICAL AND SociaAL Bases. By M. F. Ashley 
Montagu (New York: Harper & Brothers, 
1955, $5.00.) 


We are in the midst of a surge of interest in the 
meaning of personality development, as it has be- 
come increasingly obvious that this topic has a 
unifying and profound influence on all the aspects 
of the behavioral sciences. Professor Ashley 
Montagu joins this movement by presenting his 
synthesis of the process of human socialization. 

This volume had its inception in the sociology 
classrooms of Harvard University in 1945, and was 
nurtured to birth through teaching at other uni- 
versities. (A preliminary precipitate, entitled On 
Being Human, was published in 1950 by Henry 
Schuman.) Dr. Montagu has brought together the 
research consequences of hundreds of studies, all 
properly notated, and has presented them and his 
conclusions in a highly readable manner. As he 
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BOOK REVIEWS 


wanted to reach as wide an audience as possible, 
he points out that he has omitted many pertinent 
references. 

He begins his presentation with a discussion of 
the biological basis of co-operation. Much evi- 
dence is marshalled to illustrate that even very 
simple biologic life is interdependent, and that co- 
operation is a more fundamental rule than the 
blood-tinged struggle in nature suggested by Dar- 
win. A chapter summarizing the structure and 
function of the nervous system is followed by one 
which points out that the expression of heredity is 
a function of the organic potentialities and the en- 
vironment. Prenatal development, and influences 
thereon, are discussed along with the meaning and 
significance of birth and its trauma. Motivations 
are divided into basic needs which are closely re- 
lated to the organic processes of the body, and 
acquired needs. It is shown that even the vital 
basic needs become affected by cultural demands, 
which in turn most significantly determine the vast 
number and varied acquired needs. The last half 
of this volume is devoted to variations on the 
themes of dependency, interdependency and love. 
The author proclaims the essential goodness of 
Man, the fallacy of individuality, the importance of 
early experience, particularly as characterized by 
love, and the devastating results of a deprivation 
of love. In his last chapter, he attempts to define 
the various functions of love. He concludes with a 
fervent plea that the primary goal of education be 
the skills of human relations. An appendix makes 
possible a discussion of learning theory and how 
it may further our understanding of human develop- 
ment. 

This is a good book and a sound one. It repre- 
sents the best of the current trend to broaden the 
realization of the importance of interpersonal and 
cultural influences on personality function and de- 
velopment. With its emphasis on co-operation and 
love, it may seem to many people that it over- 
looks the potential aggressivity and destructiveness 
of Man, whether inborn or learned. It should have 
a wide audience. The intelligent layman will find 
it stimulating and instructive, as will the students 


of the various social sciences. For the student of 
medicine, it will be more useful as a reference work 
than as a suitable text on personality development, 
because it deals more with the socializing forces 
than what happens to the person throughout life. 
Eric T. Cartson, M. D., 
New York Hospital—Cornell 
University Medical College. 


SoctaL PropLem oF Mentat Dericiency. By N. 
O’Connor and J. Tizard. (London & New 
York: Pergamon Press, 1956. $5.00.) 


This book is an excellent addition to the litera- 
ture dealing with the problems of the mentally re- 
tarded, and particularly, with the problem of the 
employability of this group. The volume deals with 
the general care and treatment of the mentally re- 
tarded, particularly, in a British scene. 

The authors present a detailed psychological 
study of the high grade defective as a social prob- 
lem. There is an excellent review of the literature 
of psychological research and the authors also offer 
results of their own research in the direction of 
types and occupations which the feeble minded can 
be trained to do, and the predictability of success. 
The outlook on the whole is an optimistic one with 
emphasis being laid on the necessity of psychological 
and workshop investigation when arranging for a 
program of employment placement. 

The first three chapters deal with the historical 
background of the problem of mental deficiency 
and detail the services for this group in Britain. 
The ensuing chapters cover studies of training and 
occupation placement of high grade defectives and 
investigations into the prediction of occupational 
success. 

On the whole this small volume will be welcomed 
by professional workers in the field of mental de- 
ficiency and will prove a worthwhile guide to those 
concerned with the rehabilitation of the feeble 
minded. 

H. F. Frank, M.D., 
Ontario Hospital Training School, 
Smith Falls, Canada. 


SCIENCE 


Science is nothing but trained and organized common sense, differing from the latter 
only as a veteran may differ from a raw recruit: and its methods differ from those of 
common sense only as far as the guardsman’s cut and thrust differ from the manner in 


which a savage wields his club. 


—Tuomas Henry Huxtey 
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SAFE 


The Mot-ac 11 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-ac II is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The Mot-ac 11 provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MoL-ac 1 is ready for immediate use. The 
Mo t-ac 11 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 


AN, OFFICIALLY APPROVED INSTRUMENT 


WHICH HAS ALSO APPROVAL. 


REUBEN REITER, Sc.D. 


64 WEST 48tP STREET, NEW y K 36, N. Y. 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 

to therapy. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with serp asil' 


With Serpasil, 
patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


2 SUPPLIED: 
Parenteral Solution: 
2 Ampuls, 2 ml., 2.5 mg. 
Serpasil per mi. 
4 Multiple-dose Vials, 10 mi., 
a 2.5 mg. Serpasil per ml. 
a Tablets, 4 mg. (scored), 2 mg. 
s (scored), 1 mg. (scored), 
a 0.25 mg. (scored) and 0.1 mg. 
a Elixirs, 1 mg. and 0.2 mg. 
~ Serpasil per 4-ml. teaspoon. 


CIBA 


SUMMIT, N. J. 2/2396Me 
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unique 
derivative of 


combines the full effectiveness of the rauwolfias 


with a new degree of freedom from side effects 


Harmony! makes rauwolfia more useful in 
your everyday practice. Two years of 
clinical evaluation have shown this new 
alkaloid exhibits significantly fewer and 
milder side effects than reserpine. Yet, 
Harmony! compares to the most potent 
forms of rauwolfia in effectiveness. 

Most significant: Harmonyl causes less 
mental and physical depression—and far less 
of the lethargy seen with many rauwolfia 
preparations. 

Patients became more lucid and alert, for 
example, in a study' of chronically ill, agi- 
tated senile cases treated with Harmonyl. 
And these patients were completely free 
from side effects—although a similar group 
on reserpine developed such symptoms as 
anorexia, headache, bizarre dreams, shakes, 
nausea and vomiting. 


Harmony! has also demonstrated its po- 
tency and relative freedom from side effects 
in hypertension. In a study comparing vari- 
ous forms of rauwolfia’, the investigators 
reported deserpidine “‘an effective agent in 
reducing the blood pressure of the hyper- 
tensive patient both in the mild to moder- 
ate, as well as the severe form of 
hypertension.”” They also noted that side 
reactions were “less annoying and some- 
what less frequent” with this new alkaloid. 
Other studies confirm that few cases of gid- 
diness, vertigo or sense of detached exist- 
ence are seen with Harmony]. 

Professional literature with complete in- 
formation on this unique new rauwolfia 
derivative is available upon request. 
Harmony] is supplied in 0.1-mg., 
0.25-mg. and 1-mg. tablets. Obbott 


References: 1. Communication to Abbott 
Laboratories 1956. 2. Moyer, J. H. et al; 
Deserpidine for the Treatment of Hyperten- 
sion, Southern Medical J., 50:499, April, 1957. 


* Trademark for Deserpidine, Abbott 
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Convert any ward to “psych”... 
with Fenestra Guard Screens 


Fenestra® Guard Screens can be used on almost 
any type or make of window to provide psychiatric 
facilities quickly and at minimum cost. 

Two types of Fenestra Guard Screens are avail- 
able: Detention, to protect even the most violent 
patient, and Protection, where less restraint is 
required. Both types detain and protect without 
the use of bars and create a pleasant atmosphere. 
From the outside there is no indication of psy- 
chiatric wards. 

For new hospital construction, Fenestra can 


PSYCHIATRIC 
GUARD 
SCREENS 


Fenestra 


INCORPORATED 


YOUR SINGLE SOURCE OF SUPPLY FOR 
WINDOWS - DOORS + BUILDING PANELS 


supply a complete psychiatric window package 
combining Guard Screens with Fenestra Awning 
Windows. In non-psychiatric rooms Fenestra 
Awning Windows can be installed without the 
Guard Screens, or Insect Screens can be used. 
This uniformity in window treatment creates 
an attractive architectural appearance. Guard 
Screens can be easily added if needed later. 

For complete information, call your Fenestra 
Representative—listed in the Yellow Pages—or 
mail the coupon below. 


Fenestra Incorporated 


AJ-10, 2276 E. Grand Blvd., Detroit 11, Michigan 


Please send me complete information on Fenestra Guard 
Screens and Psychiatric Package Windows. 


NAME 


HOSPITAL 


ADDRESS 
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dual action. 


relieves tension—mental and muscula 


meprobamate 


Hien identificati g, disguise taste, prevent medica- 
? 


IN PSYCHIATRY 


Compazine 


acts “without any note- 
worthy sedative effect 
whatever in most patients.’ 


Goldman, D.: paper presented at Eastern Regional Research Con- 
ference, Am. Psychiat. Assoc., Philadelphia, Nov. 16-17, 1956. 


Now available: 25 mg. “‘Compazine’ Tablets, primarily 
for use in hospitalized psychiatric patients. Information on 
the use of ‘Compazine’ at high dosages in severe mental 
and emotional disturbances is available upon request. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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NICOZOL 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful toa 
contains: 
Pentylenetetrazol. .100 mg. NORMAL 
Nicotinic Acid BEHAVIOR 


1, Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sele Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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IN EPILEPSY. | 
YOUGVER | 
WONDERFUL THING 
WHEN YOU GIVE 


Today, epileptics can enjoy the hap- 
piness and security that comes with 
a greater freedom from seizures than 
ever possible in the past. Modern 
anticonvulsant drugs, your knowl- 
edge and judicious use of them, 
have played a major role in gaining 
a more normal life for the epileptic. 
Five anticonvulsants that have been 
used with proved and gratifying re- 
sults are presented here. With them, 
you can obtain effective and indi- 
vidualized therapy for the broad 
range and many forms of epilepsy. 


We have new literature 
available on request. O86ctt 


PEGANONE?® (Ethotoin, Abbott) 

Newest of Abbott’s anticonvulsants ...a new hy- 
dantoin of exceptionally low toxicity for grand mal 
and psychomotor seizures. 


TRIDIONE® (Trimethadione, Abbott) and 
PARADIONE® (Paramethadione, Abbott) 

Two eminently successful anticonvulsants for symp- 
tomatic control of petit mal, myoclonic and akinetic 
seizures ... Tridione will often work where Para- 
dione won’t and vice versa. 


PHENURONE® (Phenacemide, Abbott) 

Used with discretion, will often prove successful 
where all other therapy fails in treating psycho- 
motor, grand mal, petit mal and mixed seizures. 


GEMONIL® (Metharbital, Abbott) 

An effective drug with low toxicity for treating 
grand mal, petit mal, myoclonic and mixed sei- 
zures symptomatic of organic brain damage. 


ABBOTT LABORATORIES / NORTH CHICAGO, ILLINOIS 
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Pretreatment biopsy of endometrium in anovulatory 
menometrorrhagia. 
Interpretation: Proliferative endometrium. 


Post-treatment biopsy (second treated cycle) on day 
19 after 5 mg. of Enovid daily from day 5 to day 19. 

Interpretation: Early secretory endometrium with 
slight pseudodecidual reaction. 


Post-treatment biopsy on day 25 after 10 mg. of 
Enovid daily from day 5 to day 20. 

Interpretation: Late secretory endometrium with 
pseudodecidual stromal development. 


Pretreatment biopsy from patient with anovulatory 
menometrorrhagia. 
Interpretation: Proliferative endometrium. 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


DISORDER FIRST CYCLE 


SECOND AND THIRD 
CONSECUTIVE CYCLES 


Menorrhagia 


One or two 10-mg. tablets 
daily to day 25 of the cycle 


One 10-mg. tablet daily 
from day 5 to day 25* 


Metrorrhagia 


One or two 10-mg. tablets daily to day 25 
(or for 10 days to establish cycle) 


same as above 


Amenorrhea (primary 
or secondary) 


One 10-mg. tablet daily 
for 20 days to establish cycle 


same as above 


Oligomenorrhea 


One 10-mg. tablet daily 
from day 5 to day 25* 


same as above 


Premenstrual 
Tension 


One 10-mg. tablet daily 
from day 5 to day 25* 


same as above 


Dysmenorrhea 


One 10-mg. tablet daily 
from day 5 to day 25 


One 10-mg. tablet daily 
from day 5 to day 25 


Inadequate 


One 10-mg. tablet daily 


One 10-mg. tablet daily 


Luteal Phase from day 15 to day 25 


from day 15 to day 25 


*The administration of Enovid prior to day 15 may interfere 
with ovulation; if anovulatory cycles are not desired, one 
10-mg. tablet of Enovid should be administered daily from 
day 15 to day 25. 

SPECIAL NOTES: (1) If nausea is encountered, the daily 
dose may be cut in half or given in divided doses for three 
days and then return to regular dose. 


(2) Intermenstrual spotting is usually evidence of inadequate 
dosage. This type of bleeding is usually controlled by increas- 
ing the dosage one 10-mg. tablet daily. (3) Following discon- 
tinuance of treatment, the intermenstrual interval of the first 


SEARLE 


untreated cycle is commonly prolonged for approximately one 
week. 

FORMULA: Each 10-mg. tablet of Enovid (available as un- 
coated, scored, coral tablets) contains norethynodrel, a new 
synthetic steroid, with 0.15 mg. of ethynylestradiol 3-methyl 
ether. 

Biopsy photomicrographs courtesy of Anna L. Southam, M.D., 
New York, N. Y. 


*Trademark of G. D. Searle & Co. 
G. D. Searle & Co., Chicago 80, Illinois 


Research in the Service of Medicine 
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BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Regulates menstrual disorders 
through reliable endometropic control 


Enovid is Searle’s new, orally effective 
agent designed to provide specific con- 
trol of menstrual disorders. 

Enovid contains norethynodrel, a new 
synthetic steroid with strong progesta- 
tional and lesser estrogenic activity. The 
estrogenic effect, enhanced by the addi- 
tion of ethynylestradiol 3-methyl ether, 
prevents spotting or breakthrough 
bleeding in most patients in whom it 
would otherwise occur. 

Like the normal endocrine action of 
the corpus luteum, Enovid maintains the 
integrity of the endometrium during ad- 


ministration of the drug. Moreover, as 
occurs on withdrawal of the natural hor- 
mone, the withdrawal of Enovid results 
in the flow characteristic of menstrua- 
tion. Also, as does the natural hormone, 
Enovid controls the gonadotropic func- 
tions of the anterior pituitary glands. 
This specific control of the menstrual 
cycle permits effective treatment of both 
excessive and inadequate endometrial 
activity and provides a dependable agent 
for treating such disorders as amenor- 
rhea, dysmenorrhea, menorrhagia, me- 
trorrhagia and premenstrual tension. 
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MENOPAUSAL SYNDROME ANXIETY PREMENSTRUAL, TENSION 

PHOBIA HYPOCHONDRIASIS TICS FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 
PEPTIC ULCER HYPERTENSION COLITIS NEUROSES DYSPNEA INSOMNIA 


perhaps the safest ataraxic known 


peace MINDATARAX 


(BRAND OF HYOROXYZINE) 


Tablets-Syrup 


"MOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA ENURESIS 


Consider these 3 ATARAX advantages: 


@ 9 of every 10 patients get release from tension, 
without mental fogging 


@ extremely safe—no major toxicity is reported 
@ flexible medication, with tablet and syrup form 


Supplied: 


In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 


New York 17, New York ATARAX Syrup, 10 mg. per tsp., in pint bottles, 
; Prescription only. 
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PSYCHIATRY IN 
THEORY AND 
PRACTICE 


By 


BEULAH 
CHAMBERLAIN 
BOSSELMAN, M. D. 


PSYCHIATRY 
Theory 


Professor of Psychiatry 
College of Medicine, 


University of Illinois 


Chicago, Illinois 


THE AIM: To present the concrete problems of 
psychiatric practice and at the same time to give 
the student a feeling for the origin, movements 
and philosophical orientation of present day psy- 
chiatry. 


The medical student and general practitioner 
will find in it an over-all orientation in 
the field and a concise description of the 

clinical problems of diagnosis and treatment. 

PREPARING FOR BOARD EXAMINATION? 
Ideally suited because its presentation of theory 
is AUTHORITATIVE, UP-TO-DATE, COM- 
PLETE. 


Published: 1957 
160 pages Sent on approval, $4.00 


Beulah C. Bosselman—NEUROSIS AND PSYCHOSIS 
(2nd Ed., 2nd Ptg. 56). 192 pp., Cloth, $5.75 


COHOLISM (755). 240 pp., 11 ill, Cloth, $6.75 


X XIX 


Oskar Diethe|m—THE ETIOLOGY OF CHRONIC AL- 


CHARLES C THOMAS e PUBLISHER e 


Oskar Diethelm—TREATMENT 
IN PSYCHIATRY (3rd Ed. ’55). 
556 pp., Cloth, $9.50 


Estelle J. Foote—SIX CHIL- 
DREN (156). 332 pp., Cloth, 
$5.50 


Steven B. Getz—THE MEN- 
TALLY ILL CHILD: A Guide 
for Parents (757). 160 pp., Cloth, 
$3.50 


Leo Kanner—CHILD PSYCHIA. 
TRY (3rd Ed. '57). 788 pp. (63 x 


10), Cloth, $8.50 


Howard Liddell—EMO.- 
TIONAL HAZARDS ANI- 
MALS AND MAN (°56). 116 pp. 
(Amer. Lec. Objective Psychia 
try), Lexide, $2.50 


Ainslie Meares—THE MEDI- 
CAL INTERVIEW: A Study of 
Clinically Significant Interper- 
sonal Reactions ((57). 128 pp., 
Cloth, $3.50 


Louis Minski—A PRACTICAL 
HANDBOOK OF PSYCHIATRY 
FOR STUDENTS AND NURSES 
(3rd Ed. '56). 152 pp., Cloth, 


$3.00 


W. Donald Ross—PRACTICAL 
PSYCHIATRY INDUS- 
TRIAL PHYSICIANS (°56). 404 
pp., 2 charts, Cloth, $7.50 


SPRINGFIELD e ILLINOIS 
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Energy and Structure 


The Caricature of Love 


HERVEY CLECKLEY, M. D., Medical College of 
Georgia and University Hospital 


NEW. A distinguished psychiatrist frankly dis- 
cusses social, psychclogical, and literary manifes- 
tations of pathologic sexuality. He examines 
numerous concepts accepted today in psychiatry 
and psychology which he considers still unproved 
and harmful when used by laymen to support the 
belief that sexual disorder is natural. Dr. Cleck- 
ley argues that a serious confusion of psychiatric 
disorder with mental health is promoted by the 
pathological reactions to life—especially homo- 
sexual—reflected in much of modern literature. 
He illustrates this confusion with case histories 
of his own patients. $6.50 


— in Psychoanalysis 


KENNETH MARK COLBY, M. D., San Francisco 
Institute of Psychoanalysis 


This highly original book explores the basic 
theory of psychoanalysis, considering in detail 
two fundamental postulates: psychic energy and 
psychic structure. It examines their history, de- 
velopment, and present status; demonstrates both 
their usefulness and limitations in approaching 
theoretical problems. Dr. Colby introduces a new 
construct of psychic energy as well as a new 
cyclic-circular model of psychic structure which 
organizes innate and experiential factors into a 
structural, functional whole. “A penetrating re- 
valuation of the fundamental concepts of energy, 
force, and ‘drive’ .. ."’"—Ernest Jones, M. D. Jllus. 

$4.50 


PSYCHOTHERAPY and 
CULTURE CONFLICT 


GEORGENE SEWARD, Ph. D., University of 
Southern California 


The psychodynamics peculiar to members of 7 
representative American minority groups: the 
Italian immigrant, the Nisei, the Negro, etc. This 
important book reviews Freudian psychoanalysis 
stressing its often overlooked cultural aspects, 
then discusses the shift in emphasis from instinct 
to social relationships in the neo-Freudian sys- 
tems. Book fully suggests how the data pre- 
sented in this study can be adapted to therapeu- 
tic procedures. Includes 4 case studies from Dr. 
Judd Marmor’s psychoanalytic practice. “Should 
alert the therapist to the importance of cultural 
forces.’’—Contemporary Psychology. $6 


Interpersonal Diagnosis 
of Personality 


TIMOTHY LEARY, Ph. D., 
Kaiser Foundation Hospital 


A functional theory and methodology for person- 
ality evaluation. New pioneering book examines 
how interpersonal factors of personality as proc- 
esses are used to deal with others and to assess 
others and ourselves in relation to others. Pre- 
sents an original personality theory, a series of 
complex techniques for measuring interpersonal 
expression at different personality levels, and an 
empirical method for applying the theory and 
technique clinically in diagnosis and prognosis. 
Sets forth new theories on effect of interpersonal 
behavior, the meaning of fantasy expressions, the 
social language of symptoms, and the nature and 
functional meaning of conflict. 120 ills., tables. 

$12 


PRIMER 
for 
PSYCHOTHERAPISTS 


Also KENNETH MARK COLBY, M. D. 


The principles and techniques of psychotherapy 
in compact, readable form. This invaluable book 
explains the procedures of the interview and the 
reasons for each step of the therapy—from start 
to finish. Provides practical and helpful coverage 
of office environment, how to begin and end inter- 
views, how to determine whether the patient is 
suitable for psychotherapy, behavior between 
patient and therapists, etc. Separate chapters on 
schizophrenias. “Should be required reading for 
all beginners and will also be of real value to 
experienced W. Shul- 
macher, M.D., Am. Journal of Psychiatry. $3.25 


Sentence Completion 
Method 


AMANDA R. ROHDE, 
Camarillo State Hospital 


Focusing on its diagnostic and clinical applica- 
tion to mental disorders, this new book is a 
complete treatment of the sentence completion 
method. Emphasizes its value for investigating 
personality, describing how to interpret its re- 
sults qualitatively and quantitatively. Details the 
method, its rationale, administration, scoring, and 
interpretation. Illustrates how it is used to differ- . 
entiate normal, psychoneurotic, and psychotic 
personalities. 23 documented, scored, and inter- 
preted cases. “Many of the case findings are both 
provocative and suggestive of the method’s use- 
fulness as a research tool.’’—Archives of Dermatol- 
ogy. 28 ills., tables. $7.50 


Order books from: 


THE RONALD PRESS COMPANY 
15 East 26th Street, New York 10 
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In the hands of a skilled photog- 


rapher, the camera can capture the depths of a 
mood or feeling. Now an instrument has been 
developed by which the psychiatrist can “‘photo- 
graph” the words of his patients — making 
permanent the words and the pauses and the 
emotion which are so important to helping his 
patient. Going far beyond the expected functions 
of a recorder, the Miles Recordall turns itself off 
and on, captures even distant whispers. The 
artist with a camera makes his camera almost 
invisible; his subjects hardly know it is there. 
And so it is with the Miles Recordall. Truly it 
gives you peace of mind. More important, it gives 
your patients the same peace of mind. For more 
details, fill in the coupon and mail today! 


Here are just a few of the many 
exclusive features of the “Recordall” 


Sensitivity: Up to 60 feet, in or out of closed bag 
Perfect equalization of voices far and near e Low 
voices are boosted up @ Loud voices are stepped 
down @ Surrounding interferences are screened 
out @ Continuity up to 4 hours e Original record- 
ings serve as permanent file ¢ Reduces need for 


transcribing @ Records are identified and indexed. 
Wherever you go... office, field, car, plane. 
Mike exposed or out of sight eAnd many others. 


MILES Reproducer Company, Inc., 


Please send me complete information and price list 
on the Walkie-Recordall. 


NAME 
ADDRESS 
CITY ZONE 


PROFESSION 


Mail this coupon to: 


STATE 


MILES Reproducer Company, Inc. 
812 Broadway, New York 3, N. Y. Dept. A-4$ 
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ie With Nostyn ™,..almost without exception th. children responded by becoming more ame- 
nable, quieter ead less restiess.”' 

without depression, drowsiness, motor incoord ition 

“The tnost striking feature is that this drug does not act as a hypnotic....”' “No toxic side- 
effects were noted, with particular attention beiny paid to the hemavopcietic system. 

doseage: 150 me. tablet) three or four times daily. Adults: 150-300 mg. (4 to 1 tablet) 
three of four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and $00. 

41) A. and Villa, A. Sea View Hoop. Bull. 5:80, 1956, (2) Asung. Charcowa, A. 


Ville, An Mew York 3. Med. (ume 2) 1957. (3) Report on Field Screening of Nostym by 99 Physiciars in 
Patients, June, 1956. 


calmative NOStyn: 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


sly “of value in the hyperactive as well 


as the emotionally unstable child”® 
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“Mommy, play with me, Mommy!” 


She can, now. But only a short time 
ago Doris never had time for the kids. 


A “crazy-clean” housekeeper, she chased 
dirt and germs all day long. This end- 
less ritual seemed pointless, even to 
her, yet she couldn’t help herself. 

She became short-tempered with the 
children... cried for no reason at 
all... was depressed and inde- 

cisive. Because her 

compulsiveness crowded 

out normal living, and 

Doris was on the brink 

of a serious breakdown, 

Pacatal was instituted: 

25 mg. t.i.d. 


Pacatal therapy re- 
leased this housewife 
from the grip of 

her neurosis. 


For patients on the brink of psychoses, 
Pacatal provides more than tranquiliza- 
tion. Pacatal has a ‘‘normalizing”’ 
action, i.e., patients think and respond 
emotionally in a more normal manner. 
To the self-absorbed patient, Pacatal 
restores the warmth of human fellowship 
... brings order and clarity to muddled 
thoughts ... helps querulous older 
people return to the circle of 

family and friends. 


Pacatal, in contrast to earlier 
phenothiazine compounds, and other 
tranquilizers, does not “‘flatten”’ the 
patient. Rather, he remains alert and 
more responsive to your counselling. But 
Pacatal, like all phenothiazines, should 
not be used for the minor worries 

of everyday life. 


Pacatal has shown fewer side effects 

than earlier ataraxics; its major benefits far outweigh 
occasional transitory reactions. Complete dosage 
instructions (available on request) should be consulted. 
Supplied: 25 and 50 mg. tablets in bottles of 100 and 500, 


Also available in 2 cc. ampuls (25 mg./cc.) 
for parenteral use. 


back from the brink with 


Pacatal 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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IPRONIAZID 


the psychic 
energizer 
is available 
only as 


MARSILID 


Marsilid® Phosphate —bran@ 
of iproniazid phosphate 


HOFFMANN-LA ROCHE INC 
NUTLEY 10 - NEW JERSEY 


Original 


Research in 
[RocHE) 


Medicine 


and Chemistry 
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Coming in October: 


INDUCED DELUSIONS 


The Psychopathy of Freudism 
By the late 


Coyne H. Campbell, M. D. 


The posthumous work of an ex-psy- 
choanalyst, based upon his realistic 
appraisal of his training analysis and 
the therapeutic analyses. Freud’s sys- 
tem is diagnosed upon sound psy- 
chiatric principles, which are thor- 
oughly clarified. 


Doctor Campbell has left an invalu- 
able contribution to psychiatry, spar- 
ing not even himself, to reveal the 
devastating effects upon the emotions 
and thoughts of patients and analysts 
after induction of the Freudian delu- 
sions. 


191 PAGES, INDEX, $4.00 


New Second Printing 


The Case History of 
Sigmund Freud 
A Psycho-Biography, by 
Maurice Natenburg 


A convincing explanation of Freud's 
reason for insisting upon the univer- 
sal existence of the Oedipus complex, 
unconscious death wishes, castration 
fears and other psychopathology. 


245 PAGES, INDEX, $3.95 


REGENT HOUSE 


Publishers 
4707 Broadway, Chicago 40, Illinois 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 AVENUE OF THE AMERICAS 


New York 20, New 


ANNOUNCING 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951, 
many minor, annual improvements were made in these 
instruments. 

Model 109, although essentially the same instrument, 
incorporating every improvement made during the long 
and successful history of the model 108, has desirable 
longevity improvements, and other additions and changes 
made to comply with the suggestions of an official test- 
ing laboratory, and to secure its seal of approval. 

We know of no other shock or electronarcosis instru- 
ment that carries an official seal of approval. We have 
searched the U.L. catalogs and made inquiry of other 
equivalent testing laboratories and have found none. 

Owners of our model 108 instruments may have these 
model 109 changes and additions made in our shop. A 
thirty-month guarantee is given on reworked instruments. 

We are filling current orders with model 109. No 
change in price. 


Electronicraft Company 


410 Douglas Building 

257 South Spring Street 

Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissendo 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio uf one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 
P. Jewett, M.D. Fox, M.D. 
Witiiam V. St-verperc, M.D., F.A.P.A. L. Crovis Hmwyinc, M.D. 


Assistant Medical Director Clinical Director Directer of Research 
J. M.D Mervyn Scuacut, M.D., F.A.P.A. Stepuen W. Kempster, M.D 


Resident Psychiatrists 
JuNiUs ATKINS, M.D. Franx G. D’E xia, M.D. Epwin L. Rasiner, M.D. Enrieur Martinez, M.D 


Research Consultant Psychologists 
Morvron Reiser, M.D., F.A.P.A. LeEaATRICE Styrr ScHAcHT, M.A. 
MILDRED SHERWOOD LERNER, M.A. 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
H. Giss, M.D., F.A.C.S., Gynecology Leonaap C. Fraxk, M.D. 
Frawx J. Massucco, M.D., F.A.C.8., Surgery Srivia L. M.D. 
J. Ropman, M.D., F.C.C.P., Internal Medicine Lronarpn GOL», D., F.A.P 
NaTRANigL J. Schwartz, M.D., F.A.C.P., Internal Medicine L. Gorpetem, M. 


Irvine J D.D.S., Dentistry Simon H. Nacier, M.D. 


ADA 


Sanatorium 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
a REX BLANKINSHIP, M.D., Medical Di 
ploying modern diagnostic and treat- 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
. MES K. HALL, JR., M.D., Associ 
and recreational therapy—for nervous 
CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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THE COYNE CAMPBELL SANITARIUM* 


NORTHEAST TWENTY-THIRD STREET AND SPENCER ROAD 
OKLAHOMA City, OKLAHOMA GA 7-2441 


STAFF 
A. A. HELLAMs, M. D. MoorMAN P. Prosser, M. D. 
Cuas. E. Leonarp, M.D. HAROLD G. SLEEPER, M.D. 
CHas. F. OBERMANN, M.D. CuHas. A. SMITH, M.D. 


(And open to other psychiatrists) 


Certified by the American Board of Psychiatry and Neurology 


* Owned and operated by the JACK BARTHOLD 
Oklahoma Medical Research Foundation Hospital Administrator 


Founded in 1904 


HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for physical and nervous rehabilitation. 
he OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Dire Medical Director 
JOHN D. PATTON, M.D 
Clinicnt Director 
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,@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

~ Therapy @ Supervised Sports @ Religious Services 
Cle... 

em Your patients spend many hours daily in healthful out- 


\ T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
) I Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 
Brochure and Rates Available te Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT Medica! Director WELLBORN, JR. M.D 


PETER J. SPOTO, MD." ZACK RUSS, JR. D. 

TARPON SPRINGS ¢ FLORIDA AMUEL G in Payenictry LIPS, M.D 
S SON, M.D. 4 5, 

ON THE GULF OF MEXICO WALTER H. BAILEY, MD. 


HALL-BROOKE 


An Hesputal 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 


Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS - FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America-The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and nenenes conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut St. LOS ANGELES: 1231 S. Main St. 
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PROFESSIONAL CARE 


FOR THE | 
SCHOOLS 
EXCEPTIONAL CHILD FOR EXCEPTIONAL CHILDREN 


Five hundred retarded and slow-learning chil- 

The Brown Schools, operated since 1940, has facilities 

dren receive specialized, individual care and ' 
ae 7 for the residential treatment of emotionally disturbed 
treatment at the Training School at Vineland, | children and the training and education of exceptional 
N. J. A carefully-selected medical, dental, psy- children of all ages. Specialists on our staff in psychiatry, 
chiatric and psychological staff provides for psychology, medicine, social work, speech pathology, and 
th ir w Ifa B i d ri t f special education assure a well-rounded approach to the 
el e are. oys and girls wo years ot age | problems of the exceptional child With seven different 
and up with the mental potential of six years units, located in Austin and San Marcos, Texas, it is pos 
are accepted. They live in small groups in at- | sible for each child to be placed in the group best suited 
tractive cottages. They work and play with to his age, ability, development and social adjustment. Each 
student's program is fitted to his individual needs and abili 
children at their own level and are encouraged ties and includes the regular academic subjects as well as 


to develop to their full potential. | electives and vocational training where indicated. Classes 
a | are held on the grounds but use is also made of the local 
The Training School has been a center for public schools. The children enjoy a ful! social and recrea 


continual research into the causes, prevention | tional schedule with weekly parties, off-campus trips, and 
and treatment of mental retardation for more participation in regular Boy Scout and Girl Scout work 
than 69 years. The beautiful 1600-acre estate During the summer there is continued academic training 
: . T given when indicated, combined with a camp recreational 
is located in southern New Jersey near the sea- : ‘ 

program. A friendly, informal atmosphere characterizes the 
shore. 24-hour medical and dental care is pro- student’s life at school and each child is given individual 
vided in a well-equipped 40-bed hospital. attention and guidance to help him achieve a happy and 
useful life 


For information write: Registrar, Box N. FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 


THE TRAINING SCHOOL Post Office Box 4008, Austin, Texas 
AT VINELAND, NEW JERSEY 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kans.; Tel. CEntral 3-6494 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 

Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 

Telephone Dingmans Ferry 8138 References 

Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A 
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BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SoLomon, M.D. GeEorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. GeorGe E. Scott, M.D. 
Tuomas J. Huriey, M.D. RoBert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. : 
Medical Director Member of N. A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 
High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 
G. Creswett Burns, M.D. Hecen Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 
20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


JscAR Rozett, M. D., THOMAS P. Prout, JR. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the 
available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 
T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo M.D. S. Green, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A_ psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
_ On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 
Cuarces E. Wuite, M.D., Assistant Director 

MIssion 8-0081 


BENJAMIN SIMON, M. D., Director 
Arlington Heights, Massachusetts 


RIVER CREST SANITARIUM 


NEW YORK CITY 

Founded 1896 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 

atient. 
aaa privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 

Medical Director Clinical Director Director of Psychotherapy 

Twenty Minutes from Mid-Manhattan 


Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit Corporation 1898 
CHAGRIN FALLS, OHIO 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHN H. Nicnois, M. D. G. PAULINE WELLs, R. N. HerBeErRT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 

MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 AVENUE oF THE AMERICAS, Room 310 Date 
New York 20, New York 
Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 
Print 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or 


by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1957 issue. 
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rant of Primidone 


Over 100 investigators in 15 countries have clinically demonstrated 
that ‘“Mysoline’’—alone or in combination with other anticonvulsants 


— effectively controls grand mal and psychomotor attacks with a high 


degree of safety. No irreversible toxic effects have been reported. 


This is now supported by three years of successful clinical use in the 


United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES NEW YORK, N.Y. © MONTREAL, CANADA 


“‘Mysoline” is available in the United States by 
arrangement with Imperial Chemical Industries Ltd 
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THE DEVEREUX FOUNDATION 


Since 1940 this Foundation, operated on a nonprofit basis, has been the sponsor 
of Devereux Schools, Communities and Camps. 


With extensive facilities in California, Maine and Pennsylvania, The Foundation 
is in a favorable position to provide medical, psychiatric, psychological, educa- 
tional and recreational programs for exceptional children on an individual basis. 


Devereux Schools were first established in 1912, and they provide a complete 
scholastic program for children with emotional disorders or impaired intellectual 
functioning. The importance of the residential nature of the Schools cannot be 
overemphasized; the thousands of Devereux alumni now leading constructive 
adult lives are the criterion of the effectiveness of the Schools’ work. 


Devereux Communities fill a very real need by their “life-experience” and voca- 
tional programs for children, adolescents and young adults with impaired intel- 
lectual functions. Separate, self-contained campuses allow for homogeneous 
groupings in terms of age and social maturity. 


Devereux Camps are important summer adjuncts to both the Schools and Com- 
munities, providing the opportunity for continuity of treatment during summer 
months. A wide range of play and study is provided, in addition to medical, psy- 
chiatric and other formal therapies. 


Professional inquiries should be addressed to John M. Barclay, Director 
of Development, or Charles J]. Fowler, Registrar, Devereux Schools, 
Devon, Pa. For western states, address Joseph F. Smith, Superintendent, 
or Keith A. Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


HELENA T. DEVEREUX, Director 


Professional Associate Directors 


Robert L. Brigden, Ph. D. Edward L. French, Ph. D. 
Michael B. Dunn, Ph. D. J. Clifford Scott, M. D. 


DEVEREUX SCHOOLS DEVEREUX COMMUNITIES DEVEREUX CAMPS 


Pennsylvania Pennsylvania Maine 
California California Pennsylvania 
California 
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